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ABSTRACT
Despite the recognition of cultural differences in the prevalence of psychological 
disorders and in general attitudes towards mental illness, very few studies have examined 
childhood psychopathology in cultures other than North America. This study investigated 
the role of children’s emotion regulation and maternal socialization in psychopathology 
in Asian Indian children. Mothers of 602 children (between six and eight years) from a 
middle-class urban community in Gujarat, India rated psychiatric symptomatology in 
their children using Gujarati adaptation of the Child Behavior Checklist (Raval et al,
2003). The ratings were used to identify children who presented with internalizing 
problems (n = 31), externalizing problems (n = 32), somatic complaints (n = 25), and an 
asymptomatic control group (n = 32). Children’s beliefs, regulatory behaviors, and 
rationales for regulation and expression with respect to anger, sadness, and physical pain 
in hypothetical everyday situations were assessed using a structured interview. Mothers’ 
beliefs, their emotions, and behaviors in response to their children’s anger, sadness, and 
pain were assessed using a quantitative and a qualitative measure. All measures were 
derived from the North American literature, and were adapted based on previous research 
with Asian Indians. Results revealed common patterns of children’s emotion regulation 
and matemal socialization, as well as group differences. The common pattems were 
found particularly with respect to how mothers and children perceived and responded to 
psychological versus physical manifestations, as well as to different psychological 
processes (e.g., anger versus sadness). These pattems were consistent with broader 
cultural views that endorse more favorable attitudes towards physical than mental illness. 
Compared to control group, mothers in the extemalizing and internalizing groups
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
frequently considered all of their children’s emotional expressions acceptable, but 
reported feeling more anxiety/restlessness and anger/frustration, and using more punitive 
and minimizing behaviors. Children in these groups showed imderregulation of anger and 
sadness, respectively. Mothers in the somatic complaints group considered none of their 
children’s expressions acceptable, reported feeling less sympathy and using more 
punitive and minimizing responses. Children in this group reported withdrawing more 
than the control group. The findings are interpreted within the context of Indian culture, 
with implications for intervention approaches.
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Psychopathology in Asian Indian children 1
CHAPTER I: INTRODUCTION
As soon as they are bom, humans interact socially with their environment. These 
everyday social transactions lead to the development of the individual. When normal 
development goes awry, psychopathology develops (Cicchetti & Cohen, 1995; Rutter, 
1996). These deviations from the norm typically attract attention from and cause concem 
to the members of one’s social world.
The judgement of whether a given behavior is normal or pathological is an 
intricate one, and depends on many factors. For instance, consider the following two 
situations: Six year-old Amit comes home and looks very pale. He tells his mother that 
his best friend is moving away and that he doesn’t like it. He sits in a comer and hides his 
face. Amit might be feeling sad. His mother tells him that it makes her very unhappy to 
see him react this way; he should be happy for his friend. On another occasion, Amit 
comes home and is looking very pale. He tells his mother that he has a stomach-ache. His 
mother picks him up and comforts him. She gives him medicine and tells him that he will 
feel better soon. In each of the aforementioned scenarios, is Amit’s behavior “normal?” Is 
his mother’s response “normal?” Among other factors, it depends on the social and 
cultural context of the child.
Within the discipline of psychology, the influence of culture on human behavior 
and development has been recognized for quite some time. However, the interest in the 
systematic study of such influence is fairly recent. It is becoming evident that the 
definitions of psychological normality are not as absolute as once thought, and that one 
needs to understand the social and cultural context in order to distinguish “normal” from 
“abnormal.” In an effort to understand the influence of culture on atypical development.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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this study examined psychopathology in Asian Indian children. Specifically, the factors 
linked to normal and atypical outcomes in Asian Indian children were investigated.
General Context and Relevance of this Study 
The role of culture in human behavior and development has received increasing 
recognition in recent years. Within the fields of clinical psychology and psychiatry, it is 
becoming increasingly evident that cultures differ in the incidence of psychological 
disorders, symptom presentation, and in general attitudes towards mental illness (Draguns 
& Tanaka-Matsumi, 2003; Good, 1992; Harkness & Super, 2000; Kazarian & Evans, 
1998). Clinical practice in North America has shown that when models of normal 
development are applied to understand psychopathology in children from diverse cultural 
groups, they are often rendered inapplicable (Evans & Lee, 1998; Kirmayer, Grouleau, 
Guzder, Blake, & Jarvis, 2003). Clinicians have therefore been faced with a lack of 
theory and conceptualization as they meet the demands of increasingly diverse immigrant 
populations in North America.
The increasing cultural relevance in studying human development is also reflected 
in published works. In literature reviews conducted for the period of 1930 to 1999, Coll 
and colleagues found that the percentage of published empirical articles and book 
chapters pertaining to cultural issues and human development has increased over time 
(Coll, Akerman, & Cicchetti, 2000). Despite this increase, the current proportion of 
studies examining culture and development remains relatively small. For example, within 
the last decade, of all the articles published in Child Development, one of the leading 
journals in the field of developmental psychology, 11% examined cultural processes and 
aspects of normal development (Coll et al., 2000). The proportions are even smaller when
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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studies examining cultural processes and atypical development are considered. For 
example, since its inception in 1989, of all the empirical studies published in the journal 
Development and Psychopathology, 1% examined culture and some aspect of 
pathological development (Coll et al., 2000).
Evidently, despite the recognition and the need to examine cultural processes in 
psychopathology, very few studies have investigated atypical development in cultures 
other than North America. In particular, the development of psychopathology in Asian 
Indian children has rarely been a focus of study. According to Ranganath and Ranganath 
(1997), the literature is scarce regarding the epidemiology of psychological disorders in 
Asian Indian children residing in North America. A few published studies have examined 
the rate of psychiatric disorders in children residing in India (Shah & Sheth, 1998) and 
those immigrated to England (e.g., Cochrane, 1979; Hackett, Hackett, & Taylor, 1991; 
Kallarackal & Herbert, 1976). However, the findings are complicated by various 
methodological factors. First, the studies conducted in India are at least two decades old 
(Shah & Sheth, 1998). Second, those conducted in England are complicated by factors 
such as selective immigration (immigration selecting for particular types of Indians) and 
migration history (circumstances leading to relocation, acculturation stress, racism) 
(Cochrane, 1979). Third, the existing studies have heavily relied on rating scales to 
examine aspects related to psychopathology without incorporating multiple methods (i.e., 
interviews or observations). Finally, even the use of rating scales has been problematic 
because these measures are directly borrowed from North American literature, translated 
into Indian languages from English, and used with their US based norms. Current 
research standards have questioned these shallow test-translation practices, as well as the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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applicability ofUS based norms (Anastasi & Urbina, 1997; Butcher, Nezami, & Exner, 
1998; Sattler, 2001). It is recommended that prime attention be paid to issues such as 
cultural appropriateness, as well as conceptual and linguistic equivalence in the 
translation process, and that measures be standardized with the population in question 
with the development of local norms.
In addition to the aforementioned methodological limitations, the scarce literature 
concerning psychopathology in Asian Indian children has been restricted in its subject 
matter: The focus of these studies has been to collect only epidemiological information. 
There has been no published etiological research to examine potential factors that 
contribute to normal versus pathological outcomes in Indian children (Kumar, 2004; Shah 
& Sheth, 1998). Thus, the purpose of the present study was to expand on the prior 
research concerning psychopathology in Asian Indian children on both methodological 
and theoretical grounds. Methodologically, the present study utilized a measure of 
psychopathology that met current standards for translation practices and was standardized 
with Asian Indian children. The present study also utihzed a multi-method approach 
incorporating both quantitative and qualitative measures. Theoretically, the present study 
examined factors linked to various forms of psychopathology in middle-class urban 
children residing in India.
A number of cross-cultural differences in the incidence and expression of various 
forms of psychopathology have been reported. One of the popular claims is that 
individuals from eastern cultures “somatize” their difficulties while westerners 
“psychologize” their symptoms (Kirmayer, 1984; 2001). Some authors have reported that 
within the clinical practice in the United States, somatic complaints (i.e., frequent
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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headaches and stomach pains) are among the most common mental health problems 
presented by Asian Indian clients (Almeida, 1996; Ranganath & Ranganath, 1997;
Steiner & Bansil, 1989). However, there has been no epidemiological research to support 
this claim (e.g., no published studies have compared prevalence rates of somatic and 
psychological forms of psychopathology in Asian Indian adults or children).
From a developmental psychopathology perspective, psychopathology is 
considered as a distortion, disturbance, or degeneration of normal functioning, and 
therefore should be understood within the context of normal development (Cicchetti, 
1993; Cicchetti & Sroufe, 2000; Rutter & Sroufe, 2000; Sroufe & Rutter, 1984). Within 
this framework, examining the processes that lead to both normal and atypical 
development is central to understanding and intervening with psychopathology. Thus, if 
Asian Indian children are indeed more likely to present with somatic complaints than 
psychological symptoms, it is important to examine the processes that lead to these 
outcomes. In addition, it is critical to examine within culture differences and distinguish 
between pathways that lead to normal outcomes and those that result in maladaptive 
somatizing (or other forms of psychopathology). Thus, this study examined two factors 
linked with psychopathology in Asian Indian children: (a) children’s styles of regulation 
of psychological and physical states, and (b) their parents’ belief systems and 
socialization practices concerning psychological and physical manifestations. Emotion 
regulation was chosen because it is considered a crucial factor in the development of 
psychopathology within the North American literature (Cole, Michel, & Teti, 1994). 
Also, previous research indicates that learning to regulate one’s emotions is an important 
developmental task for Asian Indian children (Pai, 1998; Raval & Martini, 2004).
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Parental beliefs and socialization practices were chosen because they are thought to 
represent broader cultural beliefs and practices (Super & Harkness, 1986).
This study focused on two emotions, anger and sadness, as the representatives of 
psychological manifestations, and physical pain, as an illustration of a physical 
manifestation. Anger and sadness were chosen for this study as these feelings play a 
crucial role in various forms of psychopathology. In an exploratory investigation of the 
emotion ecology of Gujarati Indian children, Pai (1998) found that anger and sadness 
were reported to be among the most frequently occurring emotions in the daily lives of 
these children. Thus, examining anger and sadness seems particularly relevant for this 
cultural group. Physical pain was selected for this study because various forms of 
physical pain (e.g., physical pain due to injury, stomachache, headache) are common 
occurrences for young children, and are central to numerous physical complaints. 
Moreover, in an examination of display rules, Gujarati Indian children reported 
expressing and regulating displays of anger, sadness, and physical pain (Raval & Martini,
2004).
This study focused on Asian Indian children between the ages six and eight years 
of age. This age range was selected because descriptions of childhood in India indicate 
that children are “overindulged” for the first four to five years of life with minimal 
expectations placed on them (Carstairs, 1967; Kakar, 1978; Kurtz, 1992). At 
approximately five years of age, expectations change dramatically, and the child is 
expected to be independent in self-care activities, help in household chores, and obey the 
rules of the cast and kinship. Thus, the time between six to eight years seems to be an 
important socialization period for children in India.
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In sum, the present study examined the factors linked to normal and atypical 
outcomes in Asian Indian children. The subsequent sections of this introduction provide a 
more in-depth discussion of topics introduced and questions raised thus far. First, cross- 
cultural differences in psychopathology are outlined with a particular focus on 
psychological versus somatic forms. Then, culture and psychpathology are discussed as a 
special case of understanding culture and development. A framework for studying culture 
and development is presented, followed by a brief introduction to Asian Indian culture. 
Subsequently, processes that lead to normal and pathological child outcomes are 
examined. In particular, emotion regulation and its links with psychopathology are 
outlined, followed by a discussion of parental socialization and child temperament as 
contributors to individual differences in emotion regulation. Finally, the research 
questions and hypotheses of this study are outlined.
Background 
Culture and Psychopathology 
The role of culture in the development of psychopathology has received 
considerable attention in recent years. However, there is less consensus about what this 
role may be. Some theorists believe that culture acts on a set of universals that are 
biologically determined and fundamental to the human species. From this universalist 
position, psychopathology is experienced and expressed similarly across cultures. Others 
take a more relativist position and argue that human existence is so embedded in culture 
that the two are inseparable from one another. From this relativist viewpoint, culture is 
the primary cause of human behavior, including pathological behavior. Thus, 
psychopathology is likely experienced and expressed uniquely in each culture. A more
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conceivable position is that some forms of psychopathology may be similar across 
cultures, while others are likely unique.
The contribution of culture to psychopathology can be grouped into three broad 
categories (Harkness & Super, 2000): First, culture contributes to the development and 
manifestation of pathological behavior. As a result, cultures differ in the incidence of 
various psychological disorders, and in symptom presentation. Also, several “culture- 
bound” syndromes have been described that are unique to certain cultures and are not 
observed in others. Second, cultural processes label psychopathology and organize it into 
categories, further influencing its manifestations. In other words, cultures vary in how 
they define “normal” and what they consider “abnormal” or “pathological.” Finally, 
culture structures responses to psychological disturbances through shared implicit or 
explicit theories of causality and intervention. Thus, cultures differ in their beliefs 
concerning causes of psychopathology, their attitudes towards psychological disorders, 
subjective experiences of the illness, motivations to seek help, and the ways in which it is 
provided (Kirmayer, Young, & Robbins, 1994).
A few published studies have examined the rates of psychological disorders in 
Asian Indian children residing in England. Cochrane (1979) compared rates of emotional 
and conduct disorders in 9-year-old Indian, Pakistani, West Indian, and English children 
based on teacher report (Rutter’s B2 (Questionnaire). Results indicated lower rates of 
disorders in Asian Indian and Pakistani children. Cochrane (1979) speculated that either 
immigration selected Asians for psychological well-being or Asian Indian family 
structure served to protect the children. Kallarackal and Herbert (1976) compared 10- to 
11-year-old (predominantly second generation) Asian Indian immigrant children to their
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English counterparts and found that both parent- and teacher-rated emotional and conduct 
disorders were significantly lower among Asian Indian children. The parents of Asian 
Indian children in this study were predominantly from rural areas of India, having 
relatively lower competence with English language. In a similar vein, Hackett et al.
(1991) compared 4- to 7- year-old Gujarati Indian immigrant children and their English 
counterparts on parent-rated conduct and emotional problems. The results concurred with 
previous investigations and found that only 5% of Gujarati children (3% emotional 
disorder, 2% conduct disorder) compared to 21% of English children (6% emotional 
disorder, 13% conduct disorder, and 2% mixed disorder) presented with statistically 
significant rates of psychopathology. Hackett et al. (1991) discussed the following 
limitations of their study: First, the rating scale used to examine psychopathology in 
Gujarati Indian children -- the Rutter Scale — had not been validated in the Gujarati 
community, and may not have been sensitive in identifying psychological disorders 
among this group. Secondly, like other Asian groups, Gujarati parents and children might 
have been more likely to somatize their distress than present in psychological forms. 
Somatic complaints were not examined in Hackett et al.’s (1991) study, or any previous 
investigations.
East versus West: Somatizing versus Psychologizing
The claim that people from eastern cultures “somatize” their difficulties while 
westerners “psychologize” their symptoms has been a predominant one in cultural 
clinical psychology and psychiatry (Kirmayer, 1984; 2001; Marsella & Kaplan, 2002;
Sue & Zane, 1987). The term somatization has been used in several conceptually distinct 
ways (Kirmayer, 1984). Within the cross-cultural research, it has been used to describe “a
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pattern of illness behavior, especially a style of clinical presentation, in which somatic 
symptoms are presented to the exclusion or eclipse of emotional distress and social 
problems.” (Kirmayer & Young, 1998; p. 420). In research studies, somatization has been 
operationalized in three main ways: as medically unexplained somatic symptoms, as 
hypochondriac worry or somatic preoccupation, or as somatic clinical presentations of 
affective, anxiety or other psychiatric disorders (Kirmayer, Dao, & Smith, 1998;
Kirmayer & Young, 1998).
The claim that somatization is characteristic of eastem cultures is primarily 
supported by cross-cultural research in depressive symptomatology. Early cross-cultural 
research on epidemiology of psychiatric disorders indicated that the incidence of 
depression was relatively high in westem countries, while the occurrence was thought to 
be rare in nonwestem countries (Marsella & Kaplan, 2002; Weiss & Kleinman, 1988). 
Later cross-cultural studies indicated that differential prevalence rates may reflect the fact 
that the underlying condition of depression manifests differently across cultures. For 
example, individuals from eastem cultures were found to report fewer psychological 
characteristics of depression (e.g., depressed mood, guilt, self-effacement) and more 
somatic symptoms (e.g., lack of appetite, sleep disturbances) than westemers (Kleinman, 
1982; Marsella & Kaplan, 2002; Marsella, Sartorious, Jablensky, & Fenton, 1985). 
Numerous studies examined cultural variations in the manifestations of depressive 
disorders (for comprehensive reviews of these early studies, see Prince 1968; Racy, 1970; 
German, 1972; Kleinman, 1982; Marsella, 1980). These studies were conducted with the 
use of a wide range of research strategies, including clinical observation, matched 
diagnostic groups, matched samples, and intemational surveys (Marsella et al.,1985).
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Early cross-cultural research. Studies utilizing clinical observation in 
Afghanistan, Iraq, India (Rao, 1973; Teja & Narang, 1970; Sethi & Gupta, 1970), Japan, 
Indonesia, Nigeria, Philippines, and China (Kleinman, 1982) indicated relatively few 
psychological components of depression and dominance of somatic symptoms. However, 
there were two limitations to these clinical observations. First, preconceived biases of the 
observers concerning presence or absence of certain symptoms might have influenced the 
observation. Secondly, reliabihty among observers was questionable.
The second research strategy was a matched diagnostic groups strategy, which 
compared symptoms of patients from different cultures who have received the same 
clinical diagnosis (Marsella et al., 1985). The underlying assumption was that, given a 
common diagnosis, the underlying disease was likely to be the same, and therefore, 
variations in specific symptoms could be attributed to cultural differences. This strategy 
was used to compare symptoms of “endogenous depression” in Japanese and German 
individuals (Kimura, 1965 as cited in Marsella et al., 1985). The limitation of this 
approach was the lack of consistency in diagnostic practices across cultures.
The third research strategy, referred to as matched samples, compared patients 
from different cultures who were matched for variables such as age, sex, socio-economic 
status, and educational level. The assumption was that these variables account for 
common variance in symptomatology, while differences may be attributed to cultural 
factors (Marsella, 1985). This approach was used to compare psychiatric 
symptomatology of Mexican-Americans and Anglo-Americans (Stocker, Zurcher, & Fox, 
1968), Fillipino and Americans (Secherest, 1969), Argentinians and North Americans 
(Fundia, Draguns, & Phillips, 1971), and Japanese and Americans (Draguns, Phillips,
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Broverman, Caudill, & Nishimae, 1971). A major limitation of these studies was that 
they examined psychiatric patients as a homogeneous group, without distinguishing 
depressive symptomatology from other types of psychiatric illnesses.
The fourth research strategy was an intemational survey. Murphey, Wittkower, 
and Chance (1964) surveyed depressive symptomatology in 30 countries, and found 
similarities in the expression of four classic symptoms (depressed mood, diumal 
variation, insomnia, and loss of interest) across 21 countries. In the remaining nine 
countries that were largely non-westem, primary symptoms included somatic 
disturbances such as fatigue and weight loss. A major limitation of this study was the lack 
of consistency in the diagnostic criteria, and interview methods used to assess depressive 
symptomatology across cultures. A relatively more rigorous and comprehensive cross- 
cultural comparison of depressive symtomatology was conducted by the World Health 
Organization (WHO, 1983 as cited in Marsella et al., 1985). Using the WHO Schedule 
for Standardized Assessment of Depressive Disorders (SADD), experienced clinicians 
interviewed patients from four countries (Canada, Iran, Japan, and Switzerland). Results 
revealed that some symptoms were found to be common across four countries. However, 
certain psychological symptoms (feelings of guilt and suicidal ideation) were more 
frequent in Westem/European cultures compared to non-westem cultures. For instance, 
reported feelings of guilt were found in 68% of the Swiss sample compared to 32% of the 
Iranian sample, and suicidal ideation was found in 70% of the Canadian sample 
compared to 40% of the Japanese sample. In contrast, somatic symptoms were more 
prevalent in nonwestem than westem cultures (e.g., somatic symptoms were found in 
57% of the Iranian sample compared to 27% of the Canadian sample).
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Based on a review of the literature, Marsella and colleagues (Marsella et al.,
1985) concluded that despite diverse research strategies, results indicate that the 
experience and expression of depression varies across cultures. In particular, feelings of 
guilt, self-deprecation, suicidal thoughts, and feelings of despair are often rare or absent 
among non-European populations. In contrast, somatic and quasi-somatic symptoms 
including disturbances of sleep, appetite, body sensation and motor functioning are more 
common among these groups.
Overall, the literature that supports the claim that easterners present relatively 
fewer psychological characteristics of depression and more somatic symptoms is based 
on studies conducted from the 1960s to early 1980s. Within the past two decades, 
research strategies in social sciences have become much more sophisticated and rigorous, 
and diagnostic criteria in psychiatry have undergone significant revisions. With the use of 
current criteria and research methods, some recent studies (e.g., Krause & Liang, 1992; 
Kirmayer, et al., 1993) have challenged the widely held claim of eastem somatizing. In a 
recent literature review, Kirmayer (2001) indicated that contrary to the claim that 
eastemers are prone to somatize, recent research suggests that somatization is widespread 
across all cultures. Somatic symptoms are not just indices of a disorder, but serve as 
cultural idioms of distress with broader social meanings.
Recent cross-cultural research. Of those who challenged the widely held claim 
of eastem somatizing, some theorists (e.g., Hinton & Kleinman, 1993) criticised the 
distinction between psychological and somatic for its westem origin. They argued that 
the distinction between “psyche” and “soma” (or mind and body) is rooted in westem 
dualistic philosophy. In the east, the monistic philosophy is prevalent, which does not
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distinguish between the mind and the body. Overall, this critic indicates that the mind- 
body distinction might be irrelevant for easterners, and therefore, the debate of whether 
easterners are more likely to somatize than psychologize might also be irrelevant. 
However, it does not invalidate the popular claim of eastem somatizing.
Other theorists (e.g., Cheung, 1987) argued that this claim of eastem somatizing is 
based on only those individuals who present to professionals. People in eastem cultures 
prefer to discuss psychological aspects of their depression with family members rather 
than professionals. Therefore, they are less likely to present with psychological 
complaints to professionals (Cheung, 1987). In addition, it is also likely that some 
individuals prefer to seek help from religious or other traditional healers for 
psychological aspects of depression, and as a result, do not present to the medical 
community (Kaiser et al, 1998). Interestingly, this argument— that eastemers are more 
likely to present somatic symptoms to professionals and psychological symptoms to 
family members— contradicts the notion that mind-body distinction might be irrelevant to 
eastemers.
Finally, Kleinman and Kleinman (1985) suggest that somatization had a higher 
prevalence rate in the west than the east prior to psychological idioms of distress. They 
argue that the trend towards psychologizing in the west is related to effects of 
modernization, and likely reflects an overall cultural tendency towards rationalization. 
They argue that affect as conceived and experienced among the middle class in the west 
and rationalized into discretely labelled emotions (i.e., anger, fear, sadness) were 
previously regarded and felt as primarily bodily experiences (i.e., feeling of tightness in 
the stomach, numbing). Thus, it is not surprising that the east and part of the west
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continue to experience and report symptoms in somatic terms. Conceptualized in this 
way, both somatization and psychologization represent cultural constructions of reality. 
Based on this line of reasoning, Kleinman and Kleinman suggest that “it is not 
somatization in China and the West but psychologization in the West that appears 
unusual and requires explanation” (p.435). It is important to note that certain intervention 
approaches to psychiatric disorders (i.e., experiential group of therapies) consider 
understanding of one’s emotions in bodily terms as a healthy state, and encourage 
patients to describe their affect in terms of bodily experience.
In addition to theorizing, findings of some recent studies challenged the widely 
held claim that eastemers are more likely to somatize than westerners. In a particularly 
influential study, Krause and Liang (1992) compared three major clusters of depressive 
symptoms (interpersonal complaints, somatic complaints, and depressed cognitions) 
across elderly individuals in Japan, Taiwan, and the United States (Krause & Liang, 
1992). Elderly individuals in the United States presented with more depressive symptoms 
in all three clusters than the two Asian groups. Thus, contrary to the popular claim, Asian 
elders did not present with more somatic symptoms than their US counterparts.
Other recent studies indicated that somatic complaints were among the core 
symptoms of depression across all cultures (Ebert & Martus, 1994; Marsella & Kaplan, 
2002). Kirmayer and colleagues (Kirmayer, Robins, Dworkind, & Yaffe, 1993) reported 
that approximately 70 to 80 % of patients with Major Depressive Disorder or anxiety 
disorders in primary care in North America presented exclusively with somatic 
complaints. In a longitudinal investigation of patients who presented to primary care in 
Montreal, Canada, Kirmayer and Robbins (1996) examined cognitive and
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sociodemographic characteristics. Only 15% of patients with depressive 
symptomatology, and 21% of patients with Major Depressive Disorder or anxiety 
disorders, initially presented with psychological symptoms. All of the remaining patients 
initially presented exclusively somatic symptoms, and a significant proportion continued 
to present only somatic symptoms. With respect to sociodemographic characteristics, 
significantly greater proportions of men were among the persistent somatizers than 
women. Other variables (age of the patient, socioeconomic status) were not related to the 
presentation of somatic versus psychological symptoms, and information on ethnic 
background of this sample was not provided. Overall, persistent somatizers reported 
lower levels of psychological distress, less introspectiveness, and less worry about having 
an emotional problem than those who presented with psychosocial symptoms. Persistent 
somatizers were less likely to attribute their symptoms to psychological causes and were 
more likely to endorse environmental causes. In the 12-month period following their 
initial visit, persistent somatizers made less use of mental health care services and were 
less likely to present with emotional complaints to their General Practitioner than 
psychologizers. Moreover, persistent somatizers were less likely to talk about personal 
problems to their general practitioner, and reported that they were less likely to seek help 
for anxiety or sadness. Overall, this study showed differences between somatizers and 
psychologizers in symptom attribution, and utilization of mental health services.
To examine cross-cultural variation in symptom attribution, Kirmayer and 
colleagues compared four ethnic groups residing in Canada: English Catholic, Italian, 
Sephardic Jewish, and West Indians (Kirmayer, Young, & Robbins, 1994). Kirmayer et 
al. (1994) found that Italian Canadians made more psychological attributions for physical
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symptoms than English catholic Canadians. Although not statistically significant, results 
indicated a trend that West Indian patients made more attributions to physical illness than 
Jewish Canadians. In the light of these findings, Kirmayer and Groleu (2001) suggested 
that patients with depression in primary care from all cultural backgrounds present with 
predominantly somatic symptoms. However, they likely differ in their preferred 
explanations or attributions for these symptoms (e.g., eastemers may be more likely to 
attribute these symptoms to physical illness or environmental circumstances).
In a subsequent study, Kirmayer and Young (1998) compared somatic symptoms 
and healthcare utilization among five ethnic groups residing in Canada: English 
Canadians, French Canadians, Caribbean, Vietnamese, and Filipino. The results revealed 
that three immigrant groups (Caribbean, Vietnamese, and Filipino) utilized medical care 
at the same rate as English and French Canadians, however, were less likely to use 
mental health services either in primary care or speciality clinics. Moreover, multiple 
regression analyses indicated that higher frequency of somatic symptoms was associated 
with Vietnamese and Filipino backgrounds in addition to increasing age, female gender, 
and unemployment. Kirmayer and Young (1998) concluded that in the presence of 
relatively equitable access to health care services, certain ethnic groups utilized it almost 
exclusively for physical complaints rather than psychosocial distress.
Overall, based on findings of recent studies, it seems that the current 
understanding of cross-cultural variation in psychopathology has moved beyond a 
dichotomous view of eastem somatizing and western psychologizing. It is clear that 
somatic symptoms are prevalent in both the east and the west; however, they are likely 
more common in certain ethnic groups. Moreover, the differences among groups do not
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only reflect differences in the prevalence of somatic symptoms. Rather, somatization in 
different ethnic groups involves a different set of explanatory systems, conveys different 
meanings, and elicits a different set of social responses than is customary in the west. 
From this perspective, somatization and psychologization are culturally acceptable ways 
of expressing distress, and provide the vocabulary to communicate distress in an 
intelligible and legitimate fashion that ensures that one receives the needed support and 
care (Good & Kleinman, 1985; Kirmayer et al., 1998). In this way, these cultural “idioms 
of distress” not only represent cultural beliefs and practices but also reflect familiarity 
with healthcare systems and pathways to care (Kirmayer & Young, 1998). In sum, over 
the last two decades, the focus has shifted from addressing the quantitative question 
(whether eastemers somatize more than westemers) to exploring the qualitative question 
(whether somatization has a different meaning in the east than the west).
With the shifted focus, some cross-cultural theorists have speculated about the 
reasons for the suggested eastem preference for somatic idioms of distress. Overall, two 
general explanations have been offered. The first explanation lies in cross-cultural 
variation in beliefs concerning what is normal versus abnormal. According to Sue (1981), 
the defmition of mental health involves two common features: an individual’s thoughts 
and psychological end states, and their ability to cope with and respond to stressful 
situations. Cultures vary in each of these criteria (Sue, 1981; Sue & Sue, 1990). With 
respect to the first criterion, westem cultures consider insight into and understanding of 
the self as a desirable and healthy end state. By approaching all aspects of the self and 
one’s experiences, including those that are negative, one can gain a comprehensive 
understanding of personal attitudes, values, and behaviors. In contrast, eastem cultures
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define a state of good mental health as successfully exercising one’s will power, avoiding 
unpleasant thoughts and feelings, and addressing pleasant thoughts. Thus, inhibition of 
negative thoughts and feelings is thought of as a healthy, rather than unhealthy, goal.
With respect to the second criterion, eastem cultures view inability to cope with a 
negative event is as an inherent weakness in the individual, while such reactions are 
somewhat expected, and therefore more accepted, in westem cultures. This perception 
may explain the tendency for psychological problems to be manifest and present in 
somatic symptoms, rather than emotional or cognitive symptoms in eastem cultures.
The second explanation lies in beliefs concerning the causes of psychological 
disorders, which also show cross-cultural variation. According to one view, in westem 
cultures, a disease model of mental illnesses is prevalent, in which the individual is not 
necessarily seen as being able to control the illness (Kazarian & Evans, 1998). In 
contrast, in eastem cultures, certain psychological disturbances, such as depression, are 
viewed as a moral or personal weakness, while others (i.e., schizophrenia), are perceived 
as occurring due to supernatural factors (Kazarian & Evans, 1998). For example, 
depression, which is within the spectrum of normal human experiences, is perceived by 
eastemers as controllable. The individual presenting with the disturbance is perceived as 
being able to control the illness who is not exerting sufficient control. In contrast, 
schizophrenia indicates a clear departure fi-om normality, and is, therefore, more likely to 
be viewed as a supematural phenomenon beyond the control of the individual. Overall in 
eastem cultures, psychological disorders that are considered “controllable” (e.g., anxiety, 
depression) are viewed as less legitimate than those that are perceived as beyond the 
control of the individual (e.g., psychotic disorders as well as physical illnesses). Some
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support for this reasoning comes from the research on professional help seeking, which 
indicates that eastemers have more favourable attitudes towards seeking help for physical 
illness than for mental illness (Kaiser et al., 1998). In fact, Sethi, Thacore, and Gupta 
(1968) found that college students in India reported viewing mental illness less favorably 
than physical illness.
In sum, this discussion suggests that individuals in different cultures have 
different ways of expressing distress, with Asian cultures showing a preference for 
somatic idioms of distress. The current view is that cultures not only differ in the 
prevalence of somatic symptoms; rather, somatization likely involves different meaning 
systems in the east and the west. Within this context, the present study investigated the 
factors contributing to somatic as well as intemalizing, and extemalizing syndromes in 
Asian Indian children, including the specific meaning systems.
Culture and Human Development 
Harkness and Super (2000) propose that “an understanding of culture and 
psychopathology is in many ways only a more specific case of understanding culture and 
development” (p. 197). Within developmental psychology, the role of culture has been 
described by Bronfenbrenner in his ecological systems theory. Bronfenbrenner (1976,
1989) considers human development as a result of ongoing transactions between 
biological and contextual aspects.
Bronfenbrenner (1989) has proposed four types of environmental contexts as 
nested layers with the first layer closest to the individual and the fourth layer farthest 
away. The innermost layer is called the microsystem, which includes the developing child 
and his/her interpersonal relations with significant people, such as parents, siblings.
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teachers, friends, and others with whom the child interacts in his/her daily lives. The 
second layer is termed the mesosystem, which comprises the relations between 
microsystems, such as those between parent-child system at home and teacher-child 
system at school. The exosystem, the third layer, consists of relations among two or more 
systems, whereby one of the systems does not directly involve the developing child as an 
active participant, but exerts significant influence on microsystems and mesosystems that 
involve the child (e.g., the influence of parent’s workplace on parent-child subsystem). 
Finally, culture, religion, social classes, communities, or other types of broader social 
structures that share particular characteristics constitute the fourth layer, or macrosystem.
Bronfenbrenner’s ecological theory is useful in understanding the role of various 
contexts in human development, and how they interact with one another to bring about 
development of the individual. The focus of this study is to examine psychopathological 
syndromes within the context of what Bronfenbrenner considered the farthest layer from 
the individual— culture. Culture is broadly defined as a system of shared beliefs and 
patterns of behaviors that are learned and passed on from one generation to the next 
(Shweder et al., 1998). Within the discipline of psychology, attempts to understand 
culture have been grouped under two broad approaches: cross-cultural and cultural 
psychology. In a nutshell, cross-cultural psychology conceptualizes culture as an 
independent variable and attempts to study its impact on developmental processes of the 
individual (Greenfield, 1997). Thus, culture is implicitly viewed as outside of, and apart 
from, the individual. Typically, quantitative methods are used to compare aspects of 
development across different cultures (Berry, Poortinga, Segal, & Dasen, 1992). Cultural 
psychology, on the other hand, views culture and individual as indistinguishable and
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mutually constitutive phenomena. Culture is not seen as outside the individual but as 
inside in an important way (Jahoda, 1992; Greenfield, 1997). From this viewpoint, 
culture is represented in developmental processes, and in how people think, feel, and act 
in reference to development. Thus, the study of culture involves examining aspects of 
development within a single culture, and qualitative methods are utilized (For a more 
comprehensive discussion of the differences between cultural and cross-cultural 
psychology, see Greenfield, 1997; Miller, 1997; Much, 1995). Overall, the present study 
was conceptualized fi'om the cultural psychology framework. However, 
methodologically, both quantitative and qualitative methods were utilized.
Despite the differences between cross-cultural and cultural psychology, both 
approaches use culture as an explanatory construct (Super & Harkness, 1986). Studying a 
system as broad as culture is a challenging task, and often it is unclear how one should 
“measure” culture, and what it is in the culture that influences aspects of child 
development. When a researcher attempts to examine how culture influences some aspect 
of development, it is critical to identify features of the culture that are relevant to the 
phenomenon of interest, and to articulate ways to measure them. In order to “unpackage” 
the culture variable. Super and Harkness (1986) proposed the developmental niche 
framework for examining the effects of features of culture on aspects of child 
development.
Developmental Niche Framework
Within this framework. Super and Harkness (1986) identified three subsystems of 
a child’s developmental niche as relevant for understanding processes of development 
and acquisition of culture. The three subsystems were: (a) the physical and social setting
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in which the child lives, (b) culturally regulated customs of child care and child rearing, 
and (c) the psychology of caretakers.
The physical and social settings include child’s everyday routines, the types of 
activities they do (e.g., grooming, play, education, etc.) the amount of time they spend in 
each activity, feelings associated with those activities, if any, and so on. The customs of 
childcare include culturally shared behaviors or socialization practices that are performed 
in response to child rearing. These behaviors are implicit culture-wide solutions to issues 
in child-rearing and are performed without much conscious thought. With respect to 
emotional development, socialization practices and child-rearing customs include both 
direct (i.e., parental responses to their children’s emotional displays) and indirect modes 
(i.e., parents’ modeling of how to behave in emotional situations). Typically, child 
rearing customs are accepted without much individual thought because they are 
accompanied by specific beUefs regarding their significance. These beliefs or 
ethnotheories constitute the third subsystem, the psychology o f caretakers. Specifically, 
this subsystem includes beliefs regarding the nature and needs of children, parental and 
cultural goals for child rearing, and effective rearing techniques. With respect to 
emotional development, this subsystem would include beliefs regarding what kinds of 
situations lead to what kinds of emotions, which emotional displays are appropriate and 
which ones are inappropriate, the age at which children should learn to self-regulate, and 
whether emotion regulation is something to be taught. In addition to beliefs, this 
subsystem also includes parents’ commonly learned affective orientations.
The three subsystems operate together as a larger system and form the cultural 
context of child development (Super & Harkness, 1986). Much like the child extracts
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rules of grammar from the regularities of the speech environment, he or she extracts 
social, affective, and cognitive rules of the culture from regularities in and across the 
three subsystems, and thematic continuity from one developmental stage to the next.
In addition to that which is culturally shared, individual differences in each of 
these subsystems may have differential implications for the child’s developmental 
outcomes. This notion of individual differences is not incorporated into the 
developmental niche framework. In this study, the developmental niche framework is 
used to understand the role of Asian Indian culture in the development of normal and 
atypical emotion regulatory skills in children. In particular, subsystems two and three 
(customs of childcare, and psychology of the caretakers) are examined.
Asian Indian Culture
Asian Indian culture represents a diverse array of customs and traditions, and 
writers from both outside (e.g., Compton, 1904) and within India (e.g., Guzder &
Krishna, 1991) have highlighted the diversity within the country. Visitors to India (e.g., 
Compton, 1904) have noted that most westemers conceptualize India as a homogeneous 
country such as France, Spain, or Germany. However, in order to accurately capture the 
within culture diversity, one should use “Europe” as an illustrative example. The term 
“Indian” refers to a heterogeneous group of individuals who belong to various geographic 
regions, speak many different languages, live in a variety of climatic conditions, and 
follow a variety of different traditions and customs (Guzder & Krishna, 1991). There are 
18 official languages with over 200 distinct dialects, and numerous religious groups 
including Hindu, Muslim, Christian, Jain, Sikh, Buddhist, and Zoroastrian (Office of the 
Registrar General, India, 2003a).
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Despite this diversity, Asian Indians share the same basic hierarchical stmcture, 
based on age and gender: With increasing age, one achieves a higher status in the 
hierarchy, and males traditionally are given a higher status than females (Kakar, 1978; 
Guzder & Krishna, 1991; Reddy & Hanna, 1998). Gender roles are very clearly defined. 
The majority of women are home-makers and are assigned responsibility for the 
household. Men primarily work outside the home and assume the financial responsibility 
for the household. For generations, life in Indian society has been centred around the 
family (Sethi et al., 1968; Kakar, 1978; Reddy & Hanna, 1998). A majority of families 
live within an extended family network. A typical family unit consists of more than two 
generations living together and the oldest male member of the family is recognized as the 
head (Sethi et al., 1968; Kakar, 1978). In addition to the influence of family, religion is 
considered to be significant in shaping an individual’s life (Dhruvarajan, 1990; Gazdar & 
Krishna, 1991; Reddy & Hanna, 1998; Shastri, 1998).
This study focuses specifically on middle-class families residing in the city of 
Ahmedabad, in Gujarat, India. Gujarat is a state located in north-western India. The 
majority of the residents speak Gujarati and follow the religious tradition of Hinduism 
(based on Census data 1991; Office of the Registrar General, India, 2003b). However, 
Jainism, Islam, and Zoroastrianism are also practised. Gujarat and other states in 
Northem India have been subject to frequent attacks by foreign invaders, and thus have 
been exposed to other cultures that have considerably influenced the lifestyles of people 
in these regions. However, the basic hierarchical structure of Asian Indian culture has 
remained the same. The majority of middle-class Gujarati families live in an extended 
family network. However, a small proportion of family units are nuclear. While a
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majority of middle-class Gujarati women are homemakers, a small proportion are 
employed outside of the home (Office of the Registrar General, India, 2003b). Education 
is emphasized for both males and females in middle-class Gujarati families residing in 
urban areas. Hence, an average middle-class Gujarati adult residing in an urban area 
would have completed secondary school and beyond.
Childhood in India. Several ethnographers and psychoanalysts have attempted to 
describe early development and child rearing in India (Carstairs, 1967; Kakar, 1978;
Kurtz, 1992; Mintum & Hitchcock, 1966). Despite some variations across theorists, all 
recognize two distinct developmental periods characteristic of early childhood in India 
(Carstairs, 1967; Kakar, 1978; Kurtz, 1992; Mintum & Hitchcock, 1966). The first 
developmental period consists of birth to approximately five years of age, and the second 
extends from five years to the early school age years. Moreover, although westem 
influence has altered specific child rearing practices (i.e., sleeping arrangements, 
independence in self-care) in some urban middle-class families, the overall perceptions of 
the child and the respective expectations in each developmental period remain the same.
Ethnographic accounts indicate that the first four to five years of childhood in 
India are characterized by a symbiotic relationship with the mother and overindulgence 
(Carstairs, 1967; Kakar, 1978; Kurtz, 1992; Mintum & Hitchcock, 1966). During the first 
two to three years, Indian children maintain close physical contact with their mothers, as 
they are constantly held, cuddled, crooned and talked to during the day. Mothers carry the 
youngest child astride her hip while she engages in household chores, visiting neighbors, 
or farm labor (in rural areas). Up to five years, it is customary for Indian children to sleep 
by their mother’s side at night. Kakar (1978) considers the mother-child relationship
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during the first four to five years a special relationship, in which the child exclusively 
directs demands and affections towards the mother, despite the presence of other siblings 
and many potential caregivers within the extended family. The Indian mother shows a 
tendency to follow rather than lead in dealing with her child’s inclinations, and allows the 
child to direct the pace of development. Thus, the Indian toddler takes his/her own time 
in learning to walk, talk, and care for toileting and grooming needs. Despite some 
individual and family differences, overall, the young child’s wishes are typically 
gratified, and their unfolding capacities and activities are accepted with affectionate 
tolerance (Kakar, 1978). In sum, these descriptions indicate that during the first four to 
five years, minimal demands are placed on the child, and the criteria for 
appropriate/acceptable behaviors are quite lenient.
When children turn five, they are expected to “suddenly grow up,” as they enter 
the world of the larger community (Kakar, 1978). Expectations change dramatically, and 
the child is expected to be independent in self-care activities. Also, expectations begin to 
diverge such that girls typically help in household chores, and take on caregiving 
responsibilities for younger siblings, while boys take on community and kinship duties. 
Kakar (1978) refers to this transition period as the child’s “second birth,” during which 
indulgence ends and demands are placed on the child. Kakar (1978) argues that unlike 
North America, Indian children do not follow a gradual transition from infancy to 
preschool age to school age. Instead, infancy is prolonged, and Indian children move 
directly from infancy to childhood (Kakar, 1978). This abrupt transition is accompanied 
by a sudden shift in adults’ expectations, and the criteria for appropriate/acceptable 
behaviors become more stringent. Thus, the time following this transition (between six to
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eight years) seems to be an important socialization period for children in India.
Emotion Regulation and Psychopathology 
Within the North America literature, aspects of emotion regulation and 
dysregulation have been posited to be central to various forms of psychopathology 
(Cichetti, Ackerman, & Izard, 1995; Cole et al., 1994). Many theorists consider 
children’s ability to regulate their emotions a major developmental task of early 
childhood (Cole et al., 1994). These regulatory abilities are thought to be implicated in 
their everyday social functioning as well as mental and physical health. Children who 
present with difficulties in regulating emotions, or deviate from the normal course of 
development of emotion regulation are considered at risk for compromised health. 
Overall, research conducted in North America has shown that aspects of emotion 
dysregulation are related to social functioning (Denham et al., 2003; Eisenberg et al., 
2003a), poor peer relations (Hubbard & Coi, 1994; Underwood & Hurley, 1999), low 
academic achievement (Greenberg, Kusche, Cook, & Quamma, 1995), various forms of 
psychopathology (Casey, 1996; Denham et al., 2000; Eisenberg et al., 2001a; Zeman, 
Shipman, Suveg, & Stegall, 2001; Zeman, Shipman, & Suveg, C., 2002), and poor 
physical health (Salovey, Rothman, Detweiler, & Steward, 2000). According to Cole et 
al. (1994), an important agenda for research in child mental health involves the 
following: (a) understanding individual differences in emotion regulatory capacities, (b) 
distinguishing psychopathology from more adaptive emotional functioning, and (c) 
identifying variations in emotion regulation that predict later maladjustment.
Emotion and its Regulation
Earlier conceptualizations considered emotions as irrational, primitive, visceral
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 29
phenomena that interfered with “higher-order” cognitive processes. Emotions were 
thought to disrupt rational thought and behavior (Oatley & Jenkins, 1996). Freudian 
theory emphasized unconscious primitive impulses in shaping personality and 
psychopathology, and reinforced the notion of the disruptive function of emotion. With 
the rise of behaviorism in psychology, internal states were no longer considered 
acceptable targets of scientific study. Consequently, emotions were rarely studied for 
several decades (Oatley & Jenkins, 1996). With the revival of interest in cognitive 
psychology, internal states regained acceptance; however, the focus was strictly cognitive 
and emotions were considered to be by-products of cognition, not worthy of study in their 
own right (Oatley & Jenkins, 1996).
More recent conceptualizations of emotions take Darwinian/ functionalist 
approach and argue that emotion plays a central role in organizing human functioning. 
Each emotion is thought to serve specific functions to co-ordinate individuals’ needs and 
environmental demands. For example, sadness is thought to result in relinquishing desires 
and eliciting emotional support from others. Anger is thought to facilitate recognition of 
an obstacle, with adaptive resolution promoting progress towards one’s goals. In this 
way, emotion is considered a goal-directed process that has regulatory influence on other 
processes; however, it is also regulated to meet situational demands (Cole et al., 1994).
Defining emotion regulation has been a challenging task for most investigators in 
developmental psychology. According to Thompson (1994), “emotion regulation consists 
of the extrinsic and intrinsic processes responsible for monitoring, evaluating, and 
modifying emotional reactions, especially their intensive and temporal features, to 
accomplish one’s goals” (pp. 27-28). This definition encompasses the idea that emotion
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regulation is an intentional and goal-directed act, and that it involves attentional, 
cognitive, and behavioral processes that act on various aspects of emotion. Overall, any 
defmition of emotion regulation encompasses three basic aspects: the purpose of 
regulation (why is emotion regulated?), the target of regulation (what is regulated?), and 
mechanisms of regulation (how is emotion regulated?).
With respect to the purpose, one purpose of emotion regulation is the 
management of heightened physiological arousal, as both positive and negative emotions 
can be stressful and can exceed children’s coping resources (Denham, 1998). A second 
purpose of emotion regulation is interpersonal: children need to modulate emotional 
displays to conform with social rules and standards of appropriateness, or for prosocial 
reasons (e.g., to protect others’ feelings).
With respect to the target of regulation, Campos and colleagues (Campos, 
Mumme, Kermoian, & Campos, 1994) have proposed three general loci for emotion 
regulation to occur. First, regulation can occur at the level of sensory receptors (input 
regulation). Second, regulation can occur at central level where information is processed 
and manipulated (central regulation), and third, regulation can take place at the level of 
response selection (output regulation). Parallel conceptualizations have described the 
emotion-eliciting situation (input), emotional experience (central), and emotional 
expression (output) as targets of emotion regulation.
With respect to mechanisms, both adults and children use various strategies to 
regulate emotions, targeting the loci of regulation (input, central, output). At the level of 
input regulation, children can selectively approach or avoid situations based on their 
emotional impact, or use attentional strategies, such as distraction, in which the child may
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focus on non-emotion relevant aspects of the situation, or may shift attention away from 
the immediate situation altogether. For instance, a child who is feeling sad can think of 
something positive, like her favourite food or a fun activity. The child can centrally 
regulate through cognitive means by reappraising the situation in order to alter its 
emotional significance (Gross, 1999). For example, a child who is scared of a TV show 
can say to himself, “Don’t be scared. These are just cartoon characters, they are not real.” 
Finally, at the level of output regulation, the child can use behavioral strategies to modify 
emotionally expressive behavior. Ekman and Frissen (1975) identified four strategies that 
adults in westem culture use to modify their emotional expression: minimization, ■ 
maximization, masking, and substitution. Minimization refers to minimizing the display 
of one’s genuine feelings, while maximization refers to an exaggerated expression of how 
one really feels. Masking is the adoption of a neutral expression, and substitution refers to 
expressing an emotion that is altogether different from what one actually feels. For 
example, an angry child can modify her expression by looking happy on her face.
Most developmentalists agree that an important aspect of learning to regulate 
one’s emotions is learning a set of cultural display mles (Cole, 1986; Ekman & Friesen, 
1975; Gnepp & Hess, 1986; Saami, 1979). Children in all cultures leam mles or 
guidelines about when and where to express emotions, which emotions are appropriate in 
a given situation, and how to express them. Leaming the display mles involves acquiring 
culturally shared beliefs about the propriety of emotional displays, knowing the 
consequences of expressing particular emotions, and leaming the strategies to regulate 
one’s emotional displays. Many studies have examined North American children’s use of 
display rales in regulating their emotional expressions (e.g., Eisenberg et al., 2003a;
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Gnepp & Hess, 1986; Jones, Abbey, & Cumberland, 1998; Saami, 1979; Saami, 1988; 
Shipman, Zeman, Nesin, & Fitzgerald, 2003; Shipman, Zeman, & Stegall, 2001; 
Underwood, Coie, & Herbsman, 1992; Zeman & Garber, 1996). Overall, this literature 
shows that as children grow older, with increasing cognitive complexity and 
sociahzation, they are better able regulate their emotional expressions, and provide more 
complex reasoning for regulating emotions (Denham, 1998; Saami, 1979). In addition to 
age, factors such as child’s sex, the type of feeling, and the type of person witnessing the 
emotional expression are also found to influence North American children’s use of 
display rules to regulate their emotions (Saami, 1979; Shipman et al., 2003; Shipman et 
al., 2001; Underwood et al., 1992; Zeman & Garber, 1996).
Despite the significance of emotion regulation and the notion of display rales as 
culturally based, very few studies have examined emotion regulation or related constructs 
in cultures other than North America. Of the scarce literature that examined other 
cultures, two studies (Gardner, Harris, Ohmoto, & Hamazaki, 1988; Joshi & McLean, 
1994) primarily focused on children’s understanding of dissemblance—the idea that 
expression of an emotion can differ from what is actually felt— rather than use of display 
rules.
Raval and Martini (2004) examined Asian Indian children’s use of display rales in 
regulating their displays of anger, sadness, and physical pain. In particular, four factors 
influencing Asian Indian children’s use of display rules were examined: type of feeling 
(anger, sadness, physical pain), type of audience (mother, father, peer), child age, and 
child sex. Participants included 80 children between the ages of 5 and 9 years and their
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mothers' from two middle-class Gujarati speaking communities located in Gujarat, India. 
Children were presented with hypothetical scenarios, and were asked to respond to 
questions concerning their decisions to control versus express their feelings in each 
scenario, reasons for their decisions, methods of expression and control, and beliefs about 
propriety of emotional displays. Results indicated that all children believed that their 
expressions of anger and sadness would be considered less appropriate than their 
expressions of physical pain, and reported controlling their displays of anger and sadness 
more than those of physical pain, regardless of the type of audience figure present. Older 
children reported controlling all feelings more than younger children, and girls reported 
controlling anger more than boys. No gender difference was found in the regulation of 
sadness or pain. A within-culture difference was also found between the two 
communities that differed along socioeconomic strata: children from the old city 
community reported controlling all feelings more than children from the suburban 
community.
With respect to children’s reasons for their decisions, Raval and Martini (2004) 
found that the most common reason for controlling emotional displays was a type of self- 
protective reason, the avoidance of parental scolding. Other reasons for controlling 
emotional displays included self-protective reasons such as avoidance of parental 
reminders and maintenance of self-esteem, prosocial reasons (concerns regarding 
protecting others’ feelings), norm maintenance (conformity with social rules), futility of 
emotional expression, and minimization of the significance of the situation. The most 
common reason for expressing emotions was found to be a desire to receive instrumental
' The findings concerning mothers’ participation (Raval & Martini, 2003) are detailed in a 
subsequent section titled. Parental socialization.
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assistance. Other reasons for expressing emotions included uncontrollability of the 
expression, a desire to receive social support, a desire to communicate one’s feelings, and 
a desire to prevent future occurrence of the situation.
With respect to methods or expression and control, Raval and Martini (2004) 
found that manipulating facial expression was the most frequently reported method of 
concealing emotional expression. Other methods of concealing felt emotion included 
verbal concealment (e.g., saying that one is happy when one is feeling sad), behavioral 
concealment (e.g., physically hiding the face, leaving the room, refusing to talk), and 
attention refocusing (e.g., distraction). In contrast, facial expressions and behavioral 
means (withdrawal responses) were most commonly cited methods of expressing 
emotions. Other methods of expressing emotions were verbal expression, affective 
expression such as crying, and aggressive behaviors.
In sum, Raval and Martini’s (2004) study showed that learning to regulate one’s 
emotions seemed to be a developmental goal in Asian Indian children. Moreover, Asian 
Indian children’s decisions to regulate their emotions were influenced by factors such as 
child age, child sex, the type of feeling experienced, and the type of audience figure 
present. For the most part, the influences of these factors were in directions similar to 
those documented in North American children. Overall, Asian Indian children reported 
using methods of expression and control that were similar to those reported for North 
American children. However, the frequency of use of each of those methods might differ. 
Moreover, some of the justifications that Asian Indian children cited for their decisions to 
control versus express their feelings were similar to those reported for North American 
children, while others were qualitatively different.
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Individual Differences in Emotion Regulation
The North American literature concerning the development of regulatory skills 
describes three general styles of behavioral regulation, which also seem relevant for 
emotion regulation. These include overcontrolled or highly inhibited, optimally regulated, 
and undercontrolled (Eisenberg & Fabes,1992; Eisenberg et al., 2000; Eisenberg et al, 
2001a). Highly inhibited individuals are considered high in involuntary behavioral 
inhibition (inhibition to novelty), low to average in voluntary inhibitory control, low in 
activational control (the ability to get oneself to do things that one might not be motivated 
to do), low to moderate in attentional regulation, and low in problem-focused coping 
strategies. Overall, the inhibition displayed by these individuals is not considered due to 
voluntary control. In contrast, undercontrolled individuals are thought to be low in 
inhibitory control, low in attentional, and activational control, and low in adaptive 
problem-focused and proactive coping behavior. Finally, optimally regulated individuals 
are characterized by moderately high use of voluntary inhibitory control, relatively high 
use of activational control and attentional regulation, and relatively high use of proactive 
and problem-focused coping strategies. These individual differences in patterns of 
regulation are thought to remain consistent across situations and over time, and become 
stable characteristics of personality (Cole et al., 1994). In this study, these general styles 
of regulation will be used in understanding individual differences in emotion regulation 
in Asian Indian children.
Individual differences and emotion dysregulation. One of the challenges in 
research in North America has been to better understand individual differences in 
emotionality and regulatory abilities, and to distinguish maladaptive regulation that is
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associated with compromised health from more adaptive variants of regulation (Cole et 
al., 1994). Review of the literature suggests that in general, two lines of theorizing have 
linked emotion regulation to psychopathology. One line links general styles of regulation 
to different types of psychopathology (Block & Block, 1980; Eisenberg et al., 2000; 
Robins, John, Caspi, Moffitt, & Stouthamer-Loeber, 1996), and the other links regulation 
of specific emotions to various forms of psychopathology (Eisenberg et al., 2000;
Keltner, Moffit, & Stouthamer- Loeber, 1995; Rothbart & Bates, 1998). Overall, with 
respect to general styles o f regulation, it is argued that children who present with a highly 
inhibited style of regulation are prone to intemalizing problems (e.g., social withdrawal, 
anxiety, depression, and psychosomatic complaints). On the other hand, children who 
present with undercontrolled style of regulation are prone to extemalizing problems (e.g., 
delinquency and aggressive behavior; Achenbach, 1991). A growing body of evidence 
links extemalizing problems to undercontrolled style of regulation (Olson, Schilling, & 
Bates, 1999; Oosterlaan & Sergeant, 1996; Rothbart, Posner, & Hershey, 1995).
However, the results conceming the relation between intemalizing problems and 
undercontrolled style of regulation are less clear: Results of some studies support this link 
(Biederman et al., 1990; Kagan, 1998; Kagan, Snidman, Zentner, & Peterson, 1999; 
Robins et al., 1996), while others do not (O’Brien & Frick, 1996; Oosterlaan & Sergeant, 
1996; Zeman et al., 2002). In fact, Wolfson, Fields, and Rose (1987) found a positive 
relation between undercontrolled style of regulation and intemalizing problems.
With respect to the role of specific emotions, it has been proposed that 
intemalizing psychopathology often involves dysregulation of emotions like fear and 
sadness, resulting in clinical syndromes of anxiety and depression. In contrast.
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externalizing psychopathology often involves dysregulation of anger, resulting in 
behavior problems such as aggression. The results clearly support the link between anger 
and extemalizing problems (Casey & Schlosser, 1994; Colder & Stice, 1998; Keltner et 
al., 1995; Kruger, Caspi, Moffitt, White, & Stouthamer-Loeber, 1996; Zahn-Waxier et 
al., 1994). However, the results have been mixed with respect to the link between anger 
and intemalizing problems: some studies support the link (e.g., Blumberg & Izard, 1985), 
while others do not (Eisenberg, Shepard, Fabes, Murphy, & Guthrie, 1998; Zahn-Waxler 
et al., 1994). With respect to the link between emotions such as fear or sadness and 
intemalizing problems, the results have been inconsistent (Blumberg & Izard, 1985; 
Keltner et al., 1995; Zahn-Waxler et al., 1994; Zeman et al., 2002). Moreover, some 
studies suggest that emotions such as fear or sadness may be linked to extemalizing 
problems (e.g., Rubin et al., 1990). This picture is further complicated by the results that 
indicate a positive relation between intemalizing and extemalizing problems 
(Deffenbacher & Swaim, 1999; Wolfe et al., 1987), suggesting high comorbidity of these 
symptoms.
In attempt to capture the complexity of findings, Eisenberg and Fabes (1992) 
integrated the two aforementioned lines of theorizing. They argued that individual 
differences in both emotionality and style of regulation jointly and individually predict 
social competence and problem behavior. Emotionality is thought to include intensity of 
felt emotion, along with valence and type of emotion, and is considered a 
temperamentally based variable (Eisenberg et al, 1995). Style of regulation includes 
inhibitory behavioral control as well as attentional, cognitive, and behavioral strategies. 
Based on this integrated line of theorizing, it has been argued that dysregulation of anger
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may be related to extemalizing symptoms, while dysregulation of sadness may be related 
to intemalizing symptoms.
In addition to its significance in understanding psychopathology, emotion 
regulation has implications for physiological processes. For example, Salovey et al.
(2000) reported that inhibition or suppression of negative emotions was associated with 
lowered immune system activity, and increased susceptibility to disease. Based on these 
fmdings, one can argue that an overcontrolled style of regulation may be related to 
physical problems.
Although the study of emotion regulation and dysregulation in North American 
children has received increasing research attention in recent years, rarely have researchers 
investigated its significance in other cultures. A few studies (Pai, 1998; Raval & Martini, 
2004) have demonstrated that leaming to regulate one’s emotions is considered a 
developmental goal in Asian Indian culture. However, it is unclear whether children’s 
regulatory skills have implications for long-term developmental and health outcomes. 
Thus, one objective of this study was to investigate the implications of emotion 
regulation and dysregulation for various forms of psychopathology (intemalizing, 
extemalizing, and somatizing) in Asian Indian children.
Sources of Individual Differences in Emotion Regulation
Both sociahzation influences and physiologically based aspects, such as 
temperament, have been posited to be accountable for observed individual differences in 
styles of emotion regulation.
Parental socialization. The study of socialization involves examining the 
relations between aspects of children’s development, including emotion regulation, and
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parental behaviors, beliefs, and affective reactions. Within the developmental niche 
framework, parental behaviors, beliefs, and affective reactions represent, to some extent, 
culturally shared beliefs and practices (Super & Harkness, 1986). In every culture, there 
are shared beliefs or folk theories concerning what to feel and how to behave in a given 
situation (Menon, 2000). These folk theories related to emotional experience are central 
to how parents communicate the experiential meaning of the emotion to their children 
(Saami, 1987). These theories also influence the way that parents respond to their 
children’s emotions in an effort to teach them culturally appropriate ways of feeling and 
behaving. The process of socialization thus can be viewed as the transmission of these 
cultural meaning systems from parent to child. For example, a mother who says to her 
angry child, “You cannot be angry at your elders”, is attempting to transmit culturally 
appropriate ways of feeling and behaving to her child. It is hoped that, in turn, the child 
will intemalize these meaning systems and behave accordingly.
North American literature on socialization practices distinguishes two primary 
modes of emotion sociahzation: direct and indirect (Lewis & Saami, 1985). Indirect 
methods refer to socialization through the observation of others’ behaviour (Lewis & 
Saami, 1985). This includes how parents’ modelling of their own emotions influences 
children’s emotional competence (Eisenberg et al., 1998). These methods are not 
discussed further because they are not the focus of the present study. Direct methods of 
socialization are those in which one or more agents of sociahzation act on the child. This 
includes the way that parents respond to children’s emotional expressions, discuss 
emotions with their children, and coach them to express their feelings (Eisenberg et al., 
1998). This study primarily focuses on one direct mode of socialization: the ways in
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which Asian Indian mothers respond to their children’s expressions of anger, sadness, 
and pain. In addition, Asian Indian mothers’ beliefs and emotions regarding their 
children’s emotional display are also examined.
The North American literature on parental responses to children’s emotions 
distinguishes between two broad classes of parental responses: supportive and 
nonsupportive (Eisenberg et al., 1998). With respect to supportive parental reactions, two 
main types have been examined: emotion-focused responses and problem-focused 
responses (Eisenberg et al., 1998). An emotion-focused response is aimed at comforting 
or soothing the child in order to reduce physiological arousal, while a problem-focused 
response is aimed at teaching the child how to resolve the situation that elicited the 
emotion in an effort to make the child feel better. Overall, the literature indicates that 
parental emotion-focused and problem-focused responses to children’s negative affect are 
linked to positive child outcomes, such as prosocial behaviors (Denham, 1997) good peer 
relations (Denham, 1997) and enhanced social competence for children (Denham, 
Mitchell-Copeland, Strandberg, Auerbach, & Blair, 1997; Eisenberg, Fabes, Carlo, & 
Karbon, 1992). Some researchers have argued that as children grow older, parents tend to 
rely less on comforting and adopt a more problem-focused approach. Consistent with this 
line of thinking, some studies have shown that parental emotion-focused responses are 
related to child outcomes in preschool age (Denham, 1997), but not in school age 
children (Eisenberg, Fabes, & Murphy, 1996; Eisenberg et al., 1999).
In addition to supportive responses, several nonsupportive parental reactions have 
been examined in prior research (Eisenberg et al., 1998). First, parents may respond in a 
punitive manner that decreases their exposure to children’s negative affect (e.g., tell the
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child that if they start crying, they’ll have to leave the room). Second, parents may 
minimize the value of child’s emotional reaction (e.g., tell the child to stop over-reacting). 
Finally, parents may respond with discomfort when their children express negative affect 
(e.g., feel uncomfortable with child’s behavior). Overall, the literature suggests that 
parental nonsupportive responses to children’s negative affect are related to negative 
child outcomes, such as avoidant coping style (Eisenberg & Fabes, 1994; Eisenberg et al, 
1996), low peer popularity and low social competence (Eisenberg et al., 1992; Eisenberg 
& Fabes, 1994; Eisenberg et al., 1996), and externalizing behavior problems (Eisenberg 
et al., 1999).
In sum, although a substantial body of North American literature has examined 
parental socialization of their children’s emotions, following three areas remain largely 
uninvestigated. First, North American literature on parental responses to children’s 
negative emotions has primarily focused on the relationship between parental responses 
and measures of children’s social functioning or behavior problems. The link between 
parental responses to children’s emotions and children’s regulatory skills has been rarely 
investigated. A few recent studies (e.g., Eisenberg et al., 2001b; Eisenberg et al., 2001c; 
Ramsden & Hubbard, 2002) examined the relations among some parental socialization 
variables (i.e., parents’ emotional expressivity, parental warmth and acceptance), 
children’s regulatory skills, and children’s behavior problems. Overall, the results 
indicated that the relation between parental socialization variables and children’s 
behavior problems is indirect, and is mediated by children’s emotion regulation. Perhaps 
the link between parental responses to children’s emotions and children’s behavior
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problems may also be mediated by children’s emotion regulation, however, this 
hypothesis remains to be investigated.
Secondly, the bulk ofNorth American literature on emotion socialization has 
focused on parental behaviors concerning their children’s emotions. The question of why 
parents use a particular set of responses has remained largely unexplored. Gottman, Katz, 
and Hooven (1996) suggested that parental responses to their children’s emotions are 
guided by two factors; parental cognitions or beliefs concerning emotions, and parents’ 
own emotional responses. For instance. In North America, parental punitive and 
minimizing responses are thought to be motivated by parental beliefs that negative 
emotions are aversive. Specifically, North American parents may believe that negative 
emotions are used for manipulation, are reflective of poor character, or are harmful to 
children (Fabes, Leonard, Kupanoff, & Martin, 2001). In addition to beliefs, parental 
emotions also play a role, and organize sensitive and responsive parenting (Dix, 1991; 
Eisenberg et al., 2003b). It is argued that parents who become emotionally distressed in 
response to their children’s emotional displays, are more prone to viewing their 
children’s emotions in a negative light, and in turn, respond punitively or by minimizing 
the value of child’s emotion. In fact, Fabes et al. (2001) found that parental distress 
moderated the relationship between parental responses and children’s display of anger: 
maternal punitive and minimizing responses were inversely related to the proportion of 
anger displayed by their children, only under the condition of high parental distress. In 
sum, although parental beliefs and emotions are considered central to how parents 
respond to their children’s emotions, their role in socialization of emotion has not been 
investigated to any great extent within the North American literature.
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Finally, as discussed in a previous section, very few studies have examined 
aspects of emotional development in cultures other than North America. The literature is 
even more restricted for studies examining the role of parental socialization in children’s 
emotional development in other cultures. This is surprising, given that the influence of 
broader cultural context on children’s emotional development is thought to be mediated 
through parental beliefs and socialization practices (Saami, 1987).
In order to address these gaps in the literature, Raval and Martini (2003) 
examined Asian Indian mothers’ socialization of their children’s displays of anger, 
sadness, and physical pain. Eighty mothers of children between the ages of 5 and 9 years 
from two middle-class Gujarati speaking communities located in Gujarat, India 
participated. Participant mothers were presented with hypothetical scenarios in which 
their child was displaying anger, sadness, or physical pain. For each scenario, mothers 
were asked two open-ended questions: How you would feel about your child expressing 
anger, sadness, or pain; and how you would respond to your child expressing anger, 
sadness, or pain. In addition, five different feeling types were listed, and mothers were 
asked to rate how likely they would be to feel each of those emotions. Secondly, seven 
different ways in which mothers could respond to the scenario were listed, and mothers 
were asked to rate how likely they would be to use each of those ways. Finally, mothers 
were asked to rate the appropriateness of their child’s expression in each scenario.
Results indicated that all mothers reported that they would consider their 
children’s expressions of anger and sadness less appropriate than expressions of physical 
pain. Mothers’ belief concerning the propriety of their children’s displays was related to 
their responses to their children’s expressions, and also to their children’s decisions to
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control their expressions. Specifically, the lower the appropriateness of children’s 
emotional display (as judged by mothers), the higher the likelihood that mothers reported 
using punitive and minimizing responses, and the higher the likelihood that their children 
reported controlling those expressions. With respect to mothers’ feelings, the results 
revealed that mothers were most likely to report feeling sympathetic in response to their 
children’s displays of anger, sadness, and physical pain. The second most likely feelings 
were anger /frustration in response to children’s displays of anger, and anxiety 
/restlessness in response to children’s expressions of pain. Mothers’ feelings of sympathy 
were positively related to their emotion-focused responses to their children’s displays of 
anger, sadness, and pain. With respect to mothers’ responses, the results indicated that 
mothers’ supportive responses (emotion-focused and problem-focused) were, for the 
most part, unrelated to children’s decisions to control their displays of anger, sadness, and 
pain. In contrast, mothers’ nonsupportive responses (particularly, responses that 
minimized the significance of child’s feeling and punitive responses) were positively 
related to children’s decisions to control anger, sadness, and physical pain. Mothers’ 
responses to the open-ended question indicated that they also used types of responses not 
provided by the researchers (e.g., providing explanation of the situation, distraction, 
punitive responses involving psychological consequences i.e., making a parent unhappy).
In sum, Raval and Martini’s (2003) study showed that Asian Indian mothers’ 
responses to their children’s emotional displays were influenced by their own feelings as 
well as their beliefs concerning propriety of emotional displays. Asian Indian mothers’ 
emotion-focused and problem-focused responses were unrelated to their children’s 
decisions to control their expressions. It should be noted that emotion-focused and
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problem-focused responses are not aimed at encouraging the expression of felt emotion 
but are intended to help the child in coping with the emotion. Thus, although these 
responses do not contribute to greater likelihood of Asian Indian children expressing their 
feelings, they likely lead to optimal regulation consisting of mild to moderate intensity of 
expression.
The present study expanded on Raval and Martini’s (2003) research on two 
grounds. First, Asian Indian mothers’ feelings, beliefs, and behavioral responses 
regarding their children’s displays of anger, sadness, and physical pain were investigated 
in children with normal as well as psychopathological outcomes. The objective was to 
distinguish between mothers’ feelings, beliefs, and behaviors that are linked to normal 
child outcomes from those that are associated with psychopathology in children.
Secondly, this study expanded on Raval and Martini’s study on methodological grounds. 
Raval and Martini used one specific measure to assess Asian Indian mothers’ feelings, 
beliefs, and behaviors — mothers’ responses to hypothetical situations. Typically, 
measures vary in the extent of relevance in real life (e.g., hypothetical versus real-life 
situations), the level of analysis (e.g., global versus specific^), the type of response format 
(e.g., forced-choice versus open-ended), and consequently, the type of data obtained 
(quantitative versus qualitative). The present study utilized a methodological approach 
that included both specific and global levels of analysis, hypothetical as well as real life 
situations, and utilized both forced-choice as well as open-ended (quantitative and 
qualitative) procedures in assessing Asian Indian mothers’ feelings, beliefs, and 
behaviors.
 ̂For example, the level of analysis can vary from parents’ global beliefs concerning their children’s 
emotions to parents’ beliefs regarding a specific situation in which their child displays an emotion
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There are at least two advantages of using multiple methods. First, in any research 
endeavour, corroborating the findings using a multi-method approach is important in 
improving the accuracy of fmdings; however, this kind of an approach is particularly 
recommended in examining cultures other than North America (Sue, Kuraski, & 
Srinivasan, 1999). Secondly, in recent years, cross-cultural researchers have shifted their 
focus fi-om addressing the quantitative question (whether parental beliefs and socializing 
behaviors are similar across cultures) to exploring the qualitative question (the meaning a 
given behavior holds in a particular culture). It has been argued that similar parent beliefs 
or behaviors across cultures often involve different meanings and explanatory systems 
(e.g., Rubin, 1998; Saami, 1998). Quantitative measures are typically less apt at 
accessing the culturally embedded meanings of a given feeling, behavior, or belief; and 
thus, need to be complimented by qualitative open-ended procedures.
Child temperament. Temperament has been posited to play a significant role in 
children’s social and emotional development and psychological adjustment (Bates, 1989;
1990). It is thought to directly contribute to children’s socioemotional development and 
also influence or moderate key socialization experiences as well as stressful life events 
(Rothbart & Bates, 2001). Many definitions of temperament have been proposed.
Rothbart (1989) defined temperament as relatively stable, physiologically-based 
individual differences in reactivity and self-regulation. Reactivity consists of two 
components: (a) physiological arousal, and (b) emotionality. Physiological arousal is the 
arousability of motor activity, as well as autonomic and endocrine responses. 
Emotionality includes arousability of negative and positive affect. Finally, self-regulation
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involves processes that modulate reactivity, either facilitating or inhibiting affective 
responses.
Evidently, temperament is a significant source of individual differences in 
children’s styles of emotion regulation (Eisenberg et al., 2000; Rubin & Mills, 1992; 
Rubin, Hymel, Mills, & Rose-Krasnor, 1991). In addition to its direct contribution to 
children’s regulatory skills, it influences how parents respond to the child’s emotional 
displays and regulatory attempts. In this study, child temperament was included to 
monitor its effects on emotion regulation, as well as psychopathology. No specific 
hypotheses were tested, as the objective was to monitor rather than investigate the 
relation between child temperament and child outcomes.
The discussion thus far suggests that children’s patterns of regulating their 
displays of anger, sadness or physical pain in everyday situations show individual 
differences. Parental socialization of children’s everyday displays also shows variation. 
Over time and across situations, children’s regulatory preferences as well as parental 
socialization patterns become consistent, and in turn, characteristic ways of responding 
(Eisenberg et al., 2000). These characteristic ways of regulation and socialization may be 
adaptive or maladaptive, associated with normal or pathological outcomes. It is important 
to distinguish between patterns of children’s emotion regulation and parental 
socialization that are associated with normal child outcomes from those that are 
associated with pathological outcomes. Once distinguished, these patterns may have 
important implications for intervention approaches.
Summary of the Present Study
This study was conducted in two phases. The first phase involved screening a
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community sample of Gujarati children between six and eight years to examine intensity 
and frequency of somatic as well as behavioral /emotional problems as per mother report. 
Specifically, the objective was to use a measure of psychopathology that was developed 
based on current standards for translation practices and was standardized with Asian 
Indian mothers. In addition, maternal beliefs concerning the legitimacy and 
controllability of physical and psychological problems in their children were examined.
Based on mothers’ ratings of intensity and frequency of child behavioral, 
emotional, and somatic problems in phase one, four groups were formed for the phase 
two. Children who presented with somatic complaints without known medical cause in 
the Clinical range formed the first group. Those who presented with internalizing 
problems (of the withdrawn /depressed and anxious /depressed type) in the Clinical range 
formed the second group, and those who presented with externalizing problems (rule- 
breaking and aggressive behaviors) in the Clinical range formed the third group. Finally, 
those who presented with behavior problems (including somatic, anxious/depressed, 
withdrawn /depressed, or externalizing) within the Normal range formed the control 
group.
The second phase involved examining two factors linked to psychopathology in 
Asian Indian children: aspects related to children’s emotion regulation, and those related 
to matemal socialization of children’s feelings. There were two objectives of the second 
phase of the study. The first objective was to compare aspects related to children’s 
regulation across the four groups (somatic complaints, internalizing, externalizing, and 
control groups). Specifically, seven aspects related to children’s regulation of anger, 
sadness, and physical pain were examined, including intensity of felt emotion, regulatory
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decisions, methods of expression, methods of control, reasons for expression, reasons for 
control, and perceptions of acceptabiUty. Research questions one through seven relate to 
the first objective.
The second objective was to compare aspects related to mothers’ socialization 
across groups. In particular, three aspects of mothers’ socialization of their children’s 
displays of anger, sadness, and physical pain were examined, including mothers’ own 
feelings in response to their children’s displays, mothers’ beliefs regarding their 
children’s displays, and mothers’ behavioral responses to their children’s displays. 
Mothers’ feelings, beliefs, and behaviors concerning their children’s displays of anger, 
sadness, and pain were examined across two measurement formats: (a) with respect to 
specific hypothetical scenarios, and (b) in general, with respect to real life situations that 
had occurred with their children. The two measurement formats also differed in the type 
of response format (forced-choice versus open-ended) and consequently, in the type of 
data obtained (quantitative versus qualitative). Research questions eight through 10 relate 
to the second objective.
Phase One: Research Questions and Related Hypotheses 
Research question 1: Do Asian Indian mothers consider psychological symptoms as 
more controllable than somatic complaints?
a) It was expected that Asian Indian mothers would consider both internalizing and 
externalizing symptoms as more controllable than somatic complaints.
Research question 2: Do Asian Indian mothers consider psychological symptoms as 
less legitimate than somatic complaints?
a) It was expected that Asian Indian mothers would consider both intemahzing and
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externalizing symptoms as less legitimate than somatic complaints.
Phase Two: Research Questions and Related Hypotheses 
Research Questions related to Objective One (Children’s Emotion Regulation)
Research question 1: Do children in each of the four groups differ with respect 
to intensity o f felt emotion?
No specific hypotheses were derived, and data were examined in an exploratory 
manner.
Research question 2: Do children in each of the four groups differ with respect 
to their decisions to regulate felt emotion?
With respect to children’s decisions to regulate their feelings of anger, sadness, and 
physical pain, it was expected that:
a) Children in the somatic complaints group would regulate the displays of anger and 
sadness more than the control group.
b) Children in the internalizing group would report regulating displays of sadness less 
than the control group.
c) Children in the externalizing group would report regulating displays of anger less 
than the control group.
Research question 3: Do children in each of the four groups differ with respect 
to their methods o f expression?
With respect to methods of expression, it was expected that
a) Children in the somatic complaints group would report using withdrawal responses as 
a method of expressing anger and sadness more than the control group.
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b) Children in the internalizing group would report using affective responses (e.g., 
crying) as a method of expressing their sadness more than the control group.
c) Children in the extemalizing group would report using aggressive behaviors as a 
method of expressing their anger more than the control group.
Research question 4: Do children in each of the four groups differ with respect 
to their methods of control?
No specific hypotheses were derived with respect to this research question, and data were 
examined in an exploratory manner.
Research question 5: Do children in each of the four groups differ with respect 
to their reasons for expression?
No specific hypotheses were derived with respect to this research question, and data were 
examined in an exploratory manner.
Research question 6: Do children in each of the four groups differ with respect 
to their reasons for control?
No specific hypotheses were derived with respect to this research question, and data were 
examined in an exploratory manner.
Research question 7: Do children in each of the four groups differ with respect 
to their beliefs about the acceptability o f their emotional displays?
No specific hypotheses were derived with respect to this research question, and data were 
examined in an exploratory manner.
Research Questions related to Objective Two (Mothers’ Socialization)
Research question 8: Do mothers’ own feelings regarding their children’s 
displays of anger, sadness, and physical pain differ across the groups?
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No hypotheses were derived pertaining to mothers’ own feelings in response to 
their children’s displays of anger, sadness, and physical pain. Data gathered from both 
quantitative and qualitative measures were examined in an exploratory manner.
Research question 9: Do mothers' beliefs regarding their children’s displays of 
anger, sadness, and physical pain differ across the groups?
With respect to quantitative data, the following three sets of mothers’ beliefs were 
examined, including controllability of their children’s expressions of anger, sadness, and 
pain, legitimacy of their children’s feelings of anger, sadness, and pain, and immaturity as 
a justification for uncontrollability. It was expected that:
a) Compared to mothers of children in the control group, mothers of children in the 
somatic complaints group would be more likely to believe that emotions are more 
controllable and less legitimate than physical pain.
b) Compared to mothers of children in the control group, mothers of children in the 
internalizing group would be more likely to believe that expressions of sadness are 
uncontrollable due to immaturity in their children.
c) Compared to mothers of children in the control group, mothers of children in the 
extemalizing group would be more likely to believe that expressions of anger are 
uncontrollable due to immaturity in their children.
With respect to qualitative data, the following two categories of matemal beliefs 
were examined, including beliefs concerning the types of real life situations in which 
Indian children feel anger, sadness, and physical pain, and beliefs conceming what 
constitutes appropriate behavior when the child is angry, sad, or feeling pain. No 
hypotheses were derived, and these data were examined in an exploratory manner.
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Research question 10: Do mothers' behavioral responses to their children's
displays o f anger, sadness, and physical pain differ across the groups?
With respect to quantitative data, mothers’ behavioral responses to their 
children’s displays of anger, sadness, and physical pain were examined. It was 
expected that:
a) Mothers of children in the somatic complaints group would minimize expressions of 
anger and sadness in their children and/or respond punitively to these expressions to a 
greater extent than mothers of children in the control group.
b) Mothers of children in the internalizing group would respond to their children’s
, expressions of sadness with tolerance to a greater extent than mothers of children in 
the control group.
c) Mothers of children in the extemalizing group would respond to their children’s 
expressions of anger with tolerance to a greater extent than mothers of children in the 
control group.
d) Mothers of children in the control group would respond to their children’s expressions 
of anger and sadness with an emotion-focused or problem-focused approach to a 
greater extent than mothers of children in the remaining three groups (somatic 
■ complaints, internalizing, and extemalizing).
With respect to qualitative data, mothers’ behavioral responses to their children’s 
displays of anger, sadness, and pain, and mothers’ justifications for their responses were 
examined in an exploratory maimer.
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CHAPTER II: METHOD
This study was conducted in two phases. Therefore, participants, procedure, and 




Mother-child dyads were recruited from five elementary schools located in the 
city of Ahmedabad, Gujarat, India. With the consent of and assistance from the school, a 
letter introducing the study (in Gujarati) was sent to families who had a child between six 
and eight years of age and whose first language was Gujarati (See Appendix A for the 
initial English version of the letter). Parents were asked to complete an enclosed form if 
they were interested in participating, and return it to the school.
Characteristics o f the Sample
The sample for this study consisted of mother-child dyads from Gujarati­
speaking middle-class families residing in the city of Ahmedabad, Gujarat, India. The 
initial sample comprised of 631 mothers who had at least one child between six and eight 
years of age. Of the 631,29 mothers were excluded due to incomplete data rendering a 
sample size of 602. Of the 602 mother-child dyads, 326 were boys and 276 were girls, 
ranging in age from 73 months to 107 months (See Table 1 for the distribution of sample 
across child age and sex).
Demographic Information
Of the total sample, 85.6% of family units followed Hinduism, 13.8% followed 
Jainism, 0.4% followed Islam, and 0.2% followed Christianity. Of those who followed
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Hinduism, 24.3% belonged to the Brahman caste, 26.1% were Vaishnav/Vaniya, 4% 
Khatriya/Rajput, 24.5% Patel, 18.2% worker class, and 2.9% were scheduled caste.
Overall, 58.8% of the family units were extended, while 41.2% were nuclear. The annual 
family income per person ranged from Rs. 4444.44 to 300000 (M = 27342. 95, SD = 
33199.93). With respect to education, a majority of mothers’ and fathers’ had obtained a 
Bachelor’s Degree or higher (See Table 2), and with respect to occupation, a majority of 
mothers were homemakers, while a majority of fathers were employed in clerical 
/technical work or owned a small business (see Table 3).
Procedure
Four research assistants assisted the researcher in collecting data. These included 
two graduate students in clinical psychology (one Doctoral and one Masters level) at the 
Gujarat University in Ahmedabad, India. The third research assistant had a Bachelors 
degree in psychology and substantial research experience, and the fourth had a Masters 
degree in Development Communication with research experience in the social sciences. 
All research assistants underwent an information and training session with the researcher 
prior to assisting in data collection.
Those mothers who indicated their interest in participating in this research were 
sent a second letter indicating a date and time for the data collection session. At that time, 
these potential participants were reminded that some of them might be contacted again at 
a later date for further participation, which would also include their child. Mothers were 
informed that subsequent participation in phase two of data collection would be 
voluntary, and they would be asked to decide whether they wish to participate again. The 
data collection was conducted in groups consisting of 20 to 30 mothers at the school from
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which they were recruited. These sessions were led by two members of the research team. 
First, the purpose of phase one research was explained, and mothers completed a consent 
form agreeing to their participation (See Appendix B for the back-translated English 
version of the consent form). Subsequently, participant mothers were given the Gujarati 
Adaptation of the Child Behavior Checklist -  6 to 18 years (GACBCL; Raval, Raval, 
Panchal, & Chakravorty, 2003) (See Appendix C for the back-translated English version), 
and all the items were read aloud to facilitate completion of this measure, in keeping with 
Raval et al.’s (2003) suggestion that this is the most effective method for group 
administration of this measure. Items were repeated and clarified when requested by the 
participants.
In addition to completing the GACBCL, mothers were asked to complete a rating 
scale examining their beliefs about legitimacy and controllability of psychological and 
physical complaints.
Measures
Gujarati adaptation of the Child Behavior Checklist (Mother)
The GACBCL (Raval et al., 2003), a standardized psychometric measure, was 
used to assess frequency and/or intensity of behavioral and emotional problems in 
Gujarati children (See Appendix C). This measure was translated from the Child 
Behavior Checklist for Ages 6-18 (CBCL; Achenbach, 2001), a standardized 
psychometric scale that asks the parent to rate their child with respect to 112 different 
behavioral and emotional patterns that occur in children between 6 and 18 years. The 
items from original English version of the CBCL are grouped into the following eight 
subscales: Anxious/Depressed, Withdrawn/Depressed, Somatic Complaints, Social
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Problems, Thought Problems, Attention problems, Rule-Breaking Behavior, and 
Aggressive Behavior. The remaining items are grouped as Other Problems. Subscales I 
(Anxious/Depressed), II (Withdrawn/Depressed), and III (Somatic Complaints) form the 
Intemalizaing Scale, and subscales VII (Rule-Breaking Behavior) and VIII (Aggressive 
Behavior) form the Extemalizing Scale. A Total Score is computed based on ratings on 
all 112 items. On the eight Syndrome Scales, raw scores lower than the 93*̂*̂ percentile 
(corresponding to T score of 65) represent the Normal Range, those at 93'''* through 97th 
percentile (corresponding to T scores of 65 through 69) represent the Borderline Clinical 
Range, and those at and above the 98* percentile (corresponding to T scores of 70 
through 100) represent the Clinical Range. With respect to the Internalizing, 
Extemalizing, and Total Problems Scales, raw scores lower than 84* percentile 
(corresponding with T scores less than 59) represent the Normal range, those at 84* 
through 90* percentile (corresponding with T score of 60 though 63) represent the 
Borderline Clinical Range, and those at and above the 91®' percentile (corresponding with 
T scores of 64 through 100) reflect the Clinical Range.
In deriving the Gujarati version of the CBCL, standard translation and back- 
translation procedures were used to ensure conceptual and linguistic equivalence (Raval 
et al., 2003). All items, as well as the overall assignment of items to subscales and scales 
from the original English version of the CBCL were retained in the Gujarati version. The 
translated Gujarati version of the CBCL was standardized on a sample of 850 children 
between the ages 6 and 17 years prior to phase one of this research. The distribution 
across child age and gender was as follows: 6-11 year-old girls {n = 250), 6-11 year-old 
boys (« = 250), 12-17 year-old girls (n = 175), and 12-17 year-old boys (« = 175). With
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respect to sociodemographic factors (religion, parents’ education, and annual family 
income), the sample was matched to Gujarat state census data for urban areas (Census, 
1991).
The results of the standardization process indicated that GACBCL showed a 
factor structure fairly similar to the one derived by Achenbach (2001) for the US sample.’ 
The GACBCL also showed good reliability estimates. With respect to internal 
consistency, values of Cronbach’s alpha were .83, .88, and .93 for the Intemalizing, 
Externalizing, and Total Problems Scores. With respect to split-half reliability, various 
methods of computation (i.e., Guttaman split-half, Spearman-Brown) revealed similar 
estimates (.88 for Total Problems Score, .83 for Intemalizing, and .86 for Extemalizing). 
With respect to test-retest reliability, Pearson Product Moment Coefficients for 
administrations two weeks apart were .81, .87, and .83 for Intemalizing, Extemalizing, 
and Total Problems Score, respectively (n = 75). Following the procedures outlined by 
Achenbach and Rescorla (2001), raw scores comprising Normal, Borderline Clinical, and 
Clinical ranges for Gujarati males and females between six and 11 years of age were 
computed (See Appendix C).
Mothers ’ Beliefs concerning Controllability and Legitimacy o f Symptoms (Mother)
Mothers were asked to rate three statements concerning legitimacy and 
controllability of psychological and physical complaints (See Appendix D for the back- 
translated English version). These statements were devised for the purposes of this study.
' Specifically, eight factors were derived: The first factor was similar to Achenbach’s Total Problems Scale, 
the second factor resembled Achenbach’s Extemalizing Scale and the third factor resembled Achenbach’s 
Tntsmalizing Scale. The remaining five factors were: Anxiety / depression (which included Achenbach’s 
Anxious and Withdrawn/Depressed subscales), Aggression (which included Achenbach’s Rule-Breaking 
and aggressive behavior subscales). Somatic Con^daints, Attention Problems, and Thought Problems.
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Phase Two 
Participants
Characteristics of the Sample
Based on the CBCL scores obtained in phase one and the following inclusion 
criteria, four groups were formed. Children who scored within the Clinical range (at and 
above the 98*'' percentile) on Somatic Complaints Syndrome Scale on the GACBCL and 
within the Normal range on the remaining seven Syndrome Scales met the criteria for the 
somatic complaints group. Those who scored within the Clinical range (at and above the 
98*'' percentile) on Anxious/Depressed and /or Withdrawn/Depressed Syndrome Scales, 
and within the Normal range on the remaining Syndrome Scales met the criteria for the 
intemalizing group. Children who scored within the Clinical range (at and above the 9L* 
percentile) on the Extemalizing Scale, and within the Normal range on the Intemalizing 
Scale as well as three remaining Syndrome Scales (Social Problems, Thought Problems,
and Attention Problems) met the criteria for the extemalizing-group.-Finally, children.......
who scored within the Normal Range on all eight Syndrome Scales (below the 93''‘' 
percentile) as well as the Total Problems Scale (below the 84*** percentile) met the criteria 
for the control group.
Those who received Total Problems raw scores of zero (at the S*** percentile) in 
the phase one of the present study were excluded from the control group for the following 
reason: With respect to the original English CBCL, Achenbach and Rescorla (2001) 
suggested that Total Problems raw scores at 4.7*'' percentile (between zero and three) are 
extremely low, and may reflect lack of understanding of the contents of the form, or a 
tendency to minimize problems. In the standardization sample of GACBCL, only 5% of
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 60
children between six and 11 years received a Total Problems raw score of zero (Raval et 
al, 2003). Thus, children who received such low scores in the phase one of the present 
study were excluded from phase two, as the validity of these scores may be questionable. 
Table 4 provides the distribution of children who met the inclusion criteria across the four 
groups, number of mother-child dyads contacted for participation in each group, and the 
number of mother-child dyads who actually participated.
Demographic Information
Demographic information is presented separately for each of the four groups in 
Table 5. The four groups did not significantly differ on any of the following demographic 
variables religion, caste, family type, mother’s and father’s occupation, mother’s and 
father’s education in years, and annual family income per person in the household (See 
Table 5).
Procedure
Three of the four research assistants from phase one participated in data collection 
for the phase two, and underwent a second information and training session with the 
researcher. Mothers of children who were selected for the phase two procedures were 
contacted for participation by a member of the research team. The data collection 
sessions were conducted by two members of the research team in groups consisting of 
four mothers at the school from which the mothers were recruited. During these sessions, 
the purpose of phase two research was first explained, and mothers completed a separate 
consent form agreeing to their own and their child’s participation in the phase two 
research (See Appendix E for the back-translated English version of the consent form). 
Mother’s participation included the emotion socialization interview conducted
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individually by a member of the research team, and completing two self-report 
questioimaires (the Parent Response to Children’s Emotions Questionnaire, and Gujarati 
adaptation of the Children’s Behavior Questionnaire, CBQ; Rothbart, Ahadi, & Hershey, 
1994). To minimi/e  the effects of order effects, the order of presentation of these 
measures was varied across mothers: Two of the four mothers in the group first 
completed the self-report questionnaires and were subsequently interviewed, while the 
other two mothers were interviewed prior to completing the questionnaires.
Subsequent to mother’s participation, the child emotion regulation interview was 
conducted individually at the school. Prior to beginning the interview, the study was 
explained to the child in age-appropriate language, and an assent was obtained (See 
Appendix F for the back-translated English version of the assent).
All child and matemal measures were translated into Gujarati from English by 
two bilingual individuals independently. Measures were back translated into English to 
ensure conceptual equivalence.
Measures
Emotion Regulation Interview (Child)
A  stmctured interview procedure in Gujarati was used to assess children’s 
emotion regulation skills. Each child was first shown the materials that they used to 
provide their responses during the interview. These materials included five faces, each 
face depicting one of four feelings (happy, sad, mad, and physical pain) and neutral state. 
The child was asked to identify emotions depicted in each of the five faces and was then 
shown how to use these faces to indicate how they felt. For example, if the child felt
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happy, s/he chose a “happy” face from the pile. In addition, the child was shown a four- 
point scale and examples were given to demonstrate how to use it.
To control for the effects of the order in which stories were presented, four 
possible orders were derived randomly. Each child heard nine stories in one of the four 
orders (see Appendix G for a list of stories). The interviewer read each story individually 
to each participant. Following each story, the child was asked to respond to six questions 
(adapted from Zeman & Garber, 1996; Zeman & Shipman, 1996).
The first question assessed the child’s felt emotion in a given scenario. For anger 
scenarios (1,2, and 3), the child was asked: “If this really happened to you, can you show 
me how would you feel about your mother insisting that you eat/ about your father not 
scolding the sibling/ about your peer getting you in trouble and laughing at you?” For 
sadness scenarios (4, 5, and 6), the child was asked: “If this really happened to you, can 
you show me how would you feel about your birthday party being canceled because of 
the rain/ losing the lead role because you were sick/ your friend leaving with their 
parents?” For pain scenarios (7, 8, and 9), the child was asked: “If this really happened to 
you, can you show me how would you feel if you had eaten too much/ if you had been 
running around and felt cramps/ if you had the flu?” The child then selected one of the 
five faces that best described how they would feel. If the child’s response did not 
coincide with the expected emotion, a follow-up question was asked: “Would this make 
you feel mad/ sad/ pain at all?” *
* Five children indicated that they would not feel the intended emotion in one or two of the three anger 
scenarios, and three children indicated that they would not feel the intended emotion in one or two of the 
three sadness scenarios. Mean ratings across the three anger scenarios, and the three sadness scenarios were 
used in analyses. In the cases where the children indicated that they would not feel the intended emotion, 
their responses were excluded from computing the mean ratings.
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The second question assessed the intensity o f child’s feeling. The child was asked: 
“How much (anger/ sadness/ pain) would you feel?” The child responded on a scale of 1 
to 4, where 1= a little bit, 2 = quite a bit, 3 = quite a lot, and 4 = a whole lot.
The third question assessed child’s decisions to regulate fe lt emotion. The child 
was asked: “Would you show the (anger/ sadness/ pain) that you feel to mom/dad/peer?” 
The child responded on a scale of 1 to 4, where 1= not at all, 2 = a little bit, 3 = quite a 
bit, and 4 = a whole lot.
The fourth question assessed child’s reasons fo r  showing or not showing felt 
emotion. If the child’s response to question 3 indicated that they would show felt 
emotion, they were presented with the following five categories of reasons for showing 
felt emotion: (a) uncontrollability of expression, (b) expectation of instrumental 
assistance, (c) expectation of social support, (d) communication of one’s feelings, (e) 
desire to prevent future occurrence of the situation. The categories were derived from 
previous research with Gujarati Indian children (Raval & Martini, 2004). For each 
reason, the child was asked, “How likely is it that this would be your reason for 
expressing (anger/sadness/ pain) to (mom/dad/ peer)?” The child responded on a four- 
point scale (1 = not at all, 2 = a little bit, 3 = quite a bit, and 4 = a whole lot). On the other 
hand, if the child’s response to question 3 indicated that they would NOT show felt 
emotion, they were presented with following seven categories of reasons for not showing 
felt emotion (derived from Raval & Martini, 2004): (a) norm maintenance, (b) avoidance 
of physical punishment, (c) avoidance of scolding, (d) avoidance of parental reminder, (e) 
maintaining self-esteem, (f) prosocial reasons, (g) futility of expression, and (h) 
minimizing significance of the event. For each reason, the child was asked, “How likely
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is it that this would be your reason for NOT expressing (anger/sadness/ pain) to 
(mom/dad/ peer)?” The child responded on a four-point scale (1 = not at all, 2 = a little 
bit, 3 = quite a bit, and 4 = a whole lot).
The fifth question assessed child’s methods o f expression or control. If the child’s 
response to question 3 indicated that they would show felt emotion, they were presented 
with following six categories of methods of showing felt emotion (derived from Raval & 
Martini, 2004): (a) facial expression, (b) verbal expression (content), (c) verbal 
expression (features of voice quality such as tone), (d) withdrawal responses, (e) affective 
responses, and (f) aggressive responses. For each method, the child was asked, “How 
likely is it that you would use this method for expressing (anger/sadness/ pain) to 
(mom/dad/ peer)?” The child responded on a four-point scale (1 = not at all, 2 = a little 
bit, 3 = quite a bit, and 4 = a whole lot). On the other hand, if the child’s response to 
question 3 indicated that they would NOT show felt emotion, they were presented with 
following five methods of NOT showing felt emotion (derived from Raval & Martini, 
2004): (a) manipulating facial expression, (b) verbal concealment (e.g., saying “I’m 
happy for you, when one is feeling sad), (c) distraction (directing attention to some other 
activity), (d) physically hiding, and (e) withdrawal responses. For each method, the child 
was asked, “How likely is it that you would use this method for NOT expressing 
(anger/sadness/ pain) to (mom/dad/ peer)?” The child responded on a four-point scale 
(where, 1 = not at all, 2 = a little bit, 3 = quite a bit, and 4 = a whole lot).
The sixth question assessed child’s perception of the degree to which the audience 
figure would find their expression acceptable. The child was asked: “Would your (mom/ 
dad/ friend) think it’s OK for you to show how (mad/ sad/ much pain) you feel?” The
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child responded on a four-point scale, where 1 = not at all OK, 2 = a little bit, 3 = quite a 
hit, 4 = really OK.
Parent Response to Children’s Emotions Questionnaire (Mother)
The format for this questionnaire was originally based on the Coping with 
Children’s Negative Emotions Scale (Fahes, Eisenberg, & Bemweig, 1990). However, it 
has been substantially adapted; questions and response types specific to Asian Indian 
mothers were derived from the findings of Raval and Martini (2003). The Parent 
Response to Children’s Emotions Questionnaire is a self-report measure completed in 
Gujarati in which nine scenarios (parallel to the ones given to children) are described 
(See Appendix H for the back-translated English version). Each scenario described their 
child experiencing anger, sadness or physical pain in the presence of mother, father, or 
peer. The scenarios for mothers were written as first-person narratives, and if the mother 
was not the audience figure present in the story, they were told: Your child comes to you 
and tells you what happened to them when they were with their father or a peer. The 
intended emotion was specified in the scenarios given to mothers, as the purpose was to 
assess mothers’ reactions to specific child expressions. Following each scenario, five 
different ways in which parents could feel in response to their child’s emotional display 
were provided: angry/ frustrated, panicked/ distressed, embarrassed, disappointed, and 
sympathetic (derived from Raval & Martini, 2003). Mothers were asked to indicate how 
likely they would be to feel each of these emotions on a 7-point scale (1 = not likely, 4 = 
somewhat likely, 7 -  very likely).
Following each scenario, twelve different ways in which parents could respond to 
the situation were also provided (derived from Raval & Martini, 2003). These included
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emotion-focused responses (verbal and physical comforting), problem-focused responses 
(explanation and solution-oriented), punitive responses (behavioral and psychological), 
tolerate expression, encourage expression, convey that expression is unacceptable, 
convey that expression is futile, minimizing the significance of the situation, and 
distraction. Mothers were asked to indicate how likely they would be to use each of those 
ways on a 7-point scale (1 = not likely, 4 = somewhat likely, 7 -  very likely).
To assess the relevance of hypothetical scenarios in the daily lives of the children 
and their mothers, following each scenario, mothers were asked: “How likely is it that the 
situation described above would happen/has happened with your child?” Mothers 
responded on a 7-point scale (1 = not likely, 4 = somewhat likely, 7 = very likely).
To assess mothers’ beliefs concerning the controllability of their children’s 
expressions of anger, sadness, and pain, following each scenario, they were asked: “In 
your opinion, how controllable is your child’s feeling of (anger/sadness/ physical pain) in 
this situation?” Mothers responded on a similar 7-point scale (1 = not at all controllable, 4 
= somewhat controllable, 7 = very controllable). If mothers indicated that they considered 
their child’s expression uncontrollable (e.g., endorse 1, 2, or 3 on the 7-point scale), they 
were asked to indicate the extent to which they agreed with the following statement: Your 
child’s expression of anger/sadness/pain is uncontrollable due to their immaturity. A 7- 
point scale was provided to respond (where 1 = strongly disagree, 4 -  neither agree nor 
disagree, 7 = strongly agree).
To assess mothers’ beliefs concerning the legitimacy of their children’s feelings 
of anger, sadness, and pain, following each scenario, they were asked: “In your opinion, 
how legitimate is your child’s feeling of (anger/sadness/ physical pain) in this situation?”
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Mothers responded on a similar 7-point scale (1 = not at all legitimate, 4 = somewhat 
legitimate, 7 = very legitimate).
To assess mothers’ beliefs concerning the propriety of their children’s displays of 
anger, sadness, and pain, following each scenario, they were asked: “In your opinion, 
how appropriate is it for your child to express (anger/sadness/ physical pain) in this 
situation?” Mothers responded on a 7-point scale (1 = not at all appropriate, 4 = 
somewhat appropriate, 7 = very appropriate).
Overall, the PRCEQ showed good intemal consistency. Cronbach’s alpha for 
mothers’ feelings, beliefs, and behavioral responses were .83, .76, and .90, respectively. 
Gujarati translation o f the Children’s Behavior Questionnaire (Mother)
In order to control for the effects of child temperament on styles of emotion 
regulation, mothers were asked to complete selected scales from the original English 
version of the Children’s Behavior Questionnaire (CBQ; Rothbart et al., 1994). The 
original English version of the CBQ consisted of 195 items that were grouped into 15 
scales. The scales included Activity Level, Anger/Frustration, Approach, Attention 
Focusing, Discomfort, Falling Reactivity and Soothability, Fear, High Intensity Pleasure, 
Impulsivity, Inhibitory Control, Low Intensity Pleasure, Perceptual Sensitivity, Sadness, 
Shyness, and Smiling and Laughter.
For the purposes of this study, the following eight scales were selected: 
Anger/Frustration, Discomfort, Falling Reactivity and Soothability, Fear, Impulsivity, 
Inhibitory Control, Sadness, and Shyness. For each of the 104 statements, mothers 
responded on a 7-point scale where 1 = extremely untrue of your child, 4 = neither true 
nor false of your child, and 7 = extremely true of your child. For each statement, an
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option of endorsing “Not Applicable” was also provided (see Appendix I for the back- 
translated English version). The intemal consistency of the Gujarati translation of CBQ 
was fair to adequate. Cronbach’s alpha for the overall measure was .63, and ranged from 
.61 to .77 across the scales.
Emotion Socialization Interview (Mother)
This interview was completed in Gujarati. It complemented and expanded on the 
information obtained from the Parent Response to Children’s Emotions Questionnaire 
concerning hypothetical situations. In a semi-stmctured interview format, mothers’ 
feelings, beliefs, and behaviors regarding their children’s feelings of anger, sadness, and 
physical pain were explored in reference to real life situations (The interview protocol 
was adapted from Gottman et al., 1996; see Appendix J for the back-translated English 
version). First, mothers were asked to describe types of situations in which their children 
display anger, sadness, and physical pain. Subsequently, they were asked to describe their 
own feelings, beliefs, and behaviors conceming their child’s feelings of anger, sadness, 
and physical pain. In particular, mothers’ own feelings regarding their children’s 
expressions of anger, sadness, and pain, and their reasoning about their feelings were 
explored. Secondly, mothers’ beliefs regarding appropriate behavior were explored. 
Finally, mothers’ responses to their children’s emotional displays, and their reasoning 
about their responses were examined. The qualitative data were coded into quantifiable 
categories using a coding scheme devised for the purposes of this study. Coding schemes 
available in the North American literature (e.g., Gottman et al., 1996) were used to guide 
the constraction of the coding scheme for this study.
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CHAPTER III: RESULTS 
Phase One Analyses
Intensity and frequency of various types of psychopathological problems in 
Gujarati Indian children were measured by the GACBCL completed by their mothers. 
Raw scores were computed for each of the eight Syndrome Scales as well as 
Internalizing, Externalizing, and Total Problems Scales on the GACBCL. These scores 
are presented separately for girls and boys in Table 6. Overall, raw scores on the 
Anxious/Depressed, Withdrawn/Depressed, Somatic Complaints, Social Problems, and 
Thought Problems Syndrome Scales, as well as the Internalizing Scale, did not differ 
across boys and girls. Boys had significantly higher raw scores on the Attention 
Problems, Rule-Breaking Behavior, and Aggressive Behavior Syndrome Scales, as well 
as the Externalizing and Total Problems Scales (See Table 6).
The percentage of children who obtained raw scores in the Borderline Clinical 
and Clinical range on each of the eight Syndrome Scales on the GACBCL were also 
computed (See Table 7). Chi-square test of significance revealed that the distribution of 
cases across scales did not significantly differ from chance.
Research Question 1: Do Asian Indian Mothers Consider Psychological Symptoms as 
more Controllable than Somatic Complaints?
Following the completion of the GACBCL, mothers were asked to indicate the extent to 
which they considered each type of symptom (somatic, internalizing, and extemalizing) 
controllable (See Appendix D). The responses were provided on a 7-point scale (where 1 
= not at all, 4 = somewhat controllable, and 7 = very controllable). These data were 
analyzed using a repeated measures analysis of variance (ANOVA). The within subjects
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factor was type of symptoms (internalizing, extemalizing, and physical complaints), and 
the dependent variable was mother’s mean ratings on the 7-point scale. Significant main 
effects were analyzed using Bonferroni multiple comparisons.
Hypothesis 1. It was expected that participant mothers would consider both 
intemalizing and extemalizing symptoms as more controllable than somatic complaints. 
The results showed a significant main effect of type of symptoms (F (2, 1056) = 3931, p  
< .001, r f -  .07). Contrary to prediction, posthoc analyses revealed that physical 
symptoms (M = 4.63, SD = 1.54) were considered more controllable than both 
intemalizing (M =  4.34, SD = 1 .57 ,p  < .01) and extemalizing (M — 3.87, SD = 1.60,p < 
.001) symptoms. Additionally, results showed that intemalizing symptoms were 
considered more controllable than extemalizing symptoms (p < .001).
Research Question 2: Do Asian Indian Mothers Consider Psychological Symptoms as 
less Legitimate than Somatic Complaints?
Mothers were asked to indicate the extent to which they consider each type of symptom 
(somatic, internalizing, and extemalizing) legitimate (See Appendix D). The responses 
were provided on a 7-point scale (where 1 = not at all, 4 = somewhat legitimate, and 7 = 
very legitimate). These data were analyzed using repeated measures ANOVA. The within 
subjects factor was type of symptoms (intemalizing, extemalizing, and physical 
complaints), and the dependent variable was mother’s mean ratings on the 7-point scale. 
Significant main effects were analyzed using Bonferroni multiple comparisons.
Hypothesis 2. It was expected that participant mothers would consider both 
intemahzing and extemalizing symptoms as less legitimate than somatic complaints. The 
results showed a significant main effect of type of symptoms {F (2, 1056) = 156.0,p <
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.001, .23). As predicted, physical symptoms (M= 5.27, SD ~ 1.64) were considered
more legitimate than both intemalizing (M= 4.42, SD = 1.74, p  < .001) and extemalizing 
symptoms (M= 3.88, SD = 1.58, p < .001). Additionally, results showed that 
intemahzing symptoms were considered more legitimate than extemalizing symptoms (p 
< .001).
Phase Two: Preliminary Analyses 
Child Behavior Problems
Mean raw scores for each of the eight Syndrome Scales, Intemalizing, 
Extemalizing, and Total Problems Scales for boys and girls in each of the four groups 
(intemalizing, extemalizing, somatic complaints, and control group) are presented in 
Table 8. Boys and girls in each of the three symptomatic groups (intemalizing, 
extemalizing, and somatic complaints) show elevated raw scores only on relevant 
Syndrome Scales with no comorbid symptoms present.
The Relevance of Hypothetical Scenarios in Children’s Real Life 
The relevance of hypothetical scenarios in the daily lives of children and their 
mothers was assessed by the following question in the Parent Response to Children’s 
Emotions Questionnaire (see Appendix H) completed by mothers: “How likely is it that 
the situation described above would happen/has happened with your child?” Mothers 
responded on a 7-point scale (1 = not likely, 4 = somewhat likely, 7 = very likely). 
Mothers’ mean ratings were summed across the three anger scenarios, three sadness 
scenarios, and three pain scenarios. Table 9 presents composite Means and Standard 
Deviations for anger, sadness, and pain scenarios for each of the four groups. Using a 
mean rating of 3.5 and above as a criterion, all groups show a satisfactory level of
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relevance with the exception of sadness scenarios in somatic complaints group.
Types of Real Life Situations in which Children feel Anger, Sadness, and Pain 
Types of situations in which Indian children feel anger, sadness, and physical pain 
were examined by mothers’ responses to the following question in the Emotion 
Socialization Interview (see Appendix J); “In what kinds of situations is your child most 
likely to feel angry/sad/pain?” Responses were coded in Gujarati and coding categories 
were then translated into English. Coding categories were back translated into Gujarati to 
ensure linguistic and conceptual equivalence. Each response received only one primary 
code that was used in the analyses. In some cases, mothers provided more than one 
response to the question, and ranked order the responses with respect to the frequency of 
occurrence. Each response was coded, and categories were arranged in the temporal 
order. For example, the situation that was reported to occur most frequently was 
considered primary, followed by secondary, and tertiary. Frequencies and percentages in 
each coding category for the four groups (intemalizing, extemalizing, somatic 
complaints, and control) were computed. Percentages were computed by dividing the 
frequency in each coding category by the total number of cases in the given group and 
multiplying it with 100. Responses of 30 participants were coded in Gujarati by a second 
coder, and for each coding category, Cohen’s Kappa was computed for reliability across 
two coders.
Mothers’ responses with respect to situations in which children feel anger were 
coded into eight categories (Cohen’s Kappa ranged from .88 to .93 across categories).
See Table 10 fora list of categories, and for frequencies and percentages in each category 
across intemalizing, extemalizing, somatic complaints, and control groups. The two most
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commonly cited primary situations across groups were denied his/her way and asked to 
act against his/her desire (see Table 10). The most common secondary situation was 
sibling taking the child’s belongings. Overall, these themes are consistent with those of 
the hypothetical situations intended to elicit anger, adding credence to hypothetical 
scenarios.
Mothers’ responses with respect to situations in which children feel sadness were 
coded into nine categories (Cohen’s Kappa ranged from .91 to .95 across categories). See 
Table 11 for a list of categories, and for frequencies and percentages in each category 
across the four groups. The two most commonly cited primary categories for 
extemalizing, intemahzing, and somatic complaints groups were denied his/her way and 
being scolded, while those for the control group were change of family plans 
unexpectedly, and being scolded. The most commonly cited secondary/tertiary categories 
for extemahzing, intemalizing, somatic complaints, and control group were perceived 
incompetence /failure, change of family plans unexpectedly, being criticized by others, 
and being separated from family, respectively. Overall, these themes were consistent 
those of the hypothetical situations intended to elicit sadness, adding credence to the 
hypothetical scenarios.
Mothers’ responses with respect to situations in which children feel physical pain 
were coded into six categories (Cohen’s Kappa ranged from .95 to 1.0 across categories). 
See Table 12 for a list of categories, and for frequencies and percentages in each category 
across the four groups. The two most commonly cited categories for the extemalizing 
group were physical injury and very rare occurrence (the situation in which child 
experienced physical pain occurred rarely), while for the somatic complaints group, they
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were stomachache and flu/cold (see Table 12). The two most commonly cited categories 
for the intemalizing and control groups were stomachache and very rare occurrence. In 
addition, psychosomatic cause (the child's feeling of physical pain is perceived to be due 
to a psychological cause) was cited as a common secondary category in the somatic 
complaints group. Overall, these themes were consistent with those of the hypothetical 
situations intended to elicit physical pain, adding credence to the hypothetical scenarios.
Phase Two: Main Analyses 
Analyses pertaining to Objective One: Children’s Emotion Regulation 
The first objective was to investigate whether children in each of the four groups 
(intemalizing, extemalizing, somatic complaints, and the control group) showed distinct 
pattems of emotionality, as well as beliefs and behaviors relevant to their emotions. 
Research questions one through seven relate to this first objective. The seven dependent 
variables related to children’s emotions were: intensity o f felt emotion, decisions to control 
or express fe lt emotion, methods o f  expression, methods o f control, reasons fo r  expression, 
reasons for control, and children’s perceptions conceming the acceptability o f their 
displays. For each of the dependent variables, the responses were provided on a 4-point 
scale (where 1= not at all, 2 = a little bit, 3 = quite a bit, and 4 = a whole lot). Mean ratings 
for each dependent variable were computed and analyzed using repeated measures 
ANOVA, except where otherwise specified. In all analyses, the within-subjects factor was 
type of feeling (anger, sadness, pain) and the between-subjects factors were child sex and 
type of psychopathology (somatic complaints, anxious/depressed, extemalizing problems, 
control). The dependent variable was child’s mean ratings on the 4-point scale. Significant 
main effects and interactions were analyzed using Bonferroni multiple comparisons.
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The results of preliminary analyses showed that none of the eight child 
temperament (CBQ) scales were correlated with children’s intensity of felt emotion, their 
regulatory decisions, or perceptions of acceptability. Thus, repeated measures analysis of 
covariance (ANCOVA) was not chosen as a statistical technique to analyze these data.
The CBQ scales were correlated with children’s methods of expression and methods of 
control. Thus, ANCOVA was used to analyze these data (as described in the relevant 
sections).
Research Question 1: Do Children in Each of the Four Groups Differ with respect to 
Intensity o f Felt Emotion?
The intensity of the child’s feeling (anger, sadness, and physical pain) was 
assessed by their responses to Question 2 in the Emotion Regulation Interview (“How 
much anger/sadness/ pain you would feel?”) provided on a 4-point scale (where 1- not at 
all, 2 = a little bit, 3 -  quite a bit, and 4 = a whole lot).
Exploratory findings. No specific hypothesis was tested with respect to intensity 
of felt emotion, and the data were analyzed in an exploratory manner. The results of a 
repeated measures ANOVA showed a significant main effect of feeling type {F (2,224) = 
7.08, p  < .01, rf=  .06). Regardless of type of psychopathology and gender, all children 
reported feeling physical pain (Af = 3.10, SD = 0.65) with greater intensity than sadness 
(M= 2.85, SD -  .10, p  < .01) but not anger (M= 2.95, SD = 0.68). No significant 
difference was found between children’s reported intensity of anger and sadness. 
Research Question 2: Do Children in Each of the Four Groups Differ with respect to 
Their Decisions to Regulate Felt Emotion?
Children’s decisions to regulate anger, sadness, and physical pain were assessed
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by their responses to Question 3 in the Emotion Regulation Interview (“Would you show 
the anger/sadness/ pain that you feel to mom/dad/peer?”), provided on a 4-point scale 
(where 1= not at all, 2 = a little bit, 3 = quite a bit, and 4 = a whole lot).
Hypotheses 2a, 2b, and 2c. It was expected that children in the somatic 
complaints group would regulate the displays of anger and sadness more than the control 
group, while children in the intemalizing and extemalizing groups would report regulating 
displays of sadness and anger, respectively, less than the control group. As predicted, the 
results revealed a significant feeling type x type of psychopathology interaction {F (6,224) 
= 3.34, p < .01, i f -  .08), in addition to a significant main effect of feeling type (F (2,224) 
= 50.08, p <  .001, .31), and a marginal main effect of type of psychopathology (F
(3,112) = 3.28, p  < .05, / /  -  .08). Contrary to prediction, the feeling type x type of 
psychopathology interaction revealed that children in the somatic complaints group did 
not differ from control group in their reported regulation of anger and sadness. However, 
as predicted, children in the extemalizing group reported controlling their displays of 
anger less than control group and somatic complaints group, and children in the 
intemalizing group reported controlling displays of sadness less than control group and 
somatic complaints group (see Table 13).
The feeling type x type of psychopathology interaction also revealed that in the 
extemalizing group, children reported controlling sadness more than pain (see Table 13). 
In the intemalizing group, children reported controlling both anger and sadness more than 
pain, as well as anger more than sadness. In both the somatic complaints and control 
groups, children reported controlling anger and sadness more than pain.
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Research Question 3: Do Children in Each o f the Four Groups Differ with respect to 
Their Methods o f Expression?
Children’s methods of expression were assessed by their responses to Question 5 
in the Emotion Regulation Interview. If their response to question 3 indicated that they 
would show felt emotion, they were presented with six methods of showing felt emotion: 
(a) facial expression, (b) verbal expression (content), (c) verbal expression (stylistic 
features), (d) withdrawal responses, (e) affective responses, and (f) aggressive responses. 
For each method, the child was asked, “How likely is it that this would be your method for 
expressing (anger/sadness/ pain) to (mom/dad/ peer)?” and they responded on a four-point 
scale (where 1= not at all, 2 = a little bit, 3 -  quite a bit, and 4 = a whole lot). Preliminary 
analyses indicated few intercorrelations among children’s methods of expression. Because 
a multivariate analysis of variance or covariance (MANOVA or MANCOVA) assumes 
that all of the dependent variables are correlated (Tabachnick & Fidell, 2001), these 
statistical techniques were not used to analyze methods of expression.
A second set of correlations between children’s methods of expression and child 
temperament CBQ scales (see Appendix I) indicated the following: CBQ 
Anger/Frustration scale was positively related to aggressive behaviors {r = .24, p < .05), 
the CBQ Fear scale was negatively related to direct verbal expression (r = -.25, p  < .05), 
and the CBQ Impulsivity scale was negatively related to withdrawal responses (r = -.38, p 
< .01), indirect verbal expression (r = -.26, p  < .05), and positively related to aggressive 
behaviors (r = .24, p < .05). Based on these findings, CBQ scales that were correlated to a 
method of expression were entered as covariates for analyses related to that method of 
expression.
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Mean ratings of the likelihood of using each method of expression were analyzed 
using a repeated measures ANOVA or ANCOVA, as indicated above. In each case, the 
within-subjects factor was type of feeling (anger, sadness, and pain), and the between- 
subjects factors were child sex and type of psychopathology (somatic complaints, 
anxious/depressed, extemalizing problems, control). The dependent variable was the 
child’s mean ratings on the 4-point scale for each method of expression. Significant main 
effects and interactions were analyzed using Bonferroni multiple comparisons.
Hypothesis 3a. Children in the somatic complaints group were expected to report 
using withdrawal responses as a method of expressing anger and sadness more than the 
control group. Results showed a significant main effect of type of psychopathology {F (3, 
67) = 2.94, < .05, rf=  .12). Contrary to prediction, post hoc analyses revealed that 
although children in the somatic complaints group (M - 2.18, SD -  .92) reported using 
withdrawal more than extemalizing group (M= 1.65, SD -  .15, p  < .05), they did not 
differ from the control group (M= 1.63, SD = .97) in their reported use of withdrawal. 
Additional results revealed a significant main effect of feeling type {F (6,166) = 7.03, p < 
.01, tf=  .10), and a feeling type x CBQ Impulsivity scale interaction (F(2, 134) = 5.56,p 
< .01, ?/=  .08). In addition, a significant main effect of child sex was found (F(l,67) = 
5.65, J? < .05, rf = .08), which revealed that girls (M= 2.01, SD = .94) reported withdrawal 
responses more than boys (M= 1.72, SD = .80).
Hypothesis 3b. Children in the intemalizing group were expected to report using 
affective responses (e.g., crying) as a method of expressing their sadness more than the 
control group. As predicted, a significant feeling type x type of psychopathology 
interaction was found {F (6,166) = 3.05,/) < .01, rf=.lG), in addition to a significant
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main effect of type of psychopathology (F(3,83) = 8.65,/? < .001, rf -  .24). As predicted, 
this interaction revealed that children in the intemalizing group reported crying in 
response to both anger and sadness more than the other three groups (see Table 14). In 
addition, children in the intemalizing group reported using crying more in response to 
anger and sadness than physical pain.
Hypothesis 3c. Children in the extemalizing group were expected to report 
aggressive behaviors as a method of expressing their anger more than the control group.
As predicted, a significant feeling type x type of psychopathology interaction was found 
{F (6,166) = 3.68, p  < .01, rf= .\2), in addition to a significant main effect of type of 
psychopathology (F(3,83) = 14.93,/? < .001, rf=  .35). As predicted, this interaction 
revealed that children in the extemalizing group reported using aggressive behaviors in 
response to both anger and sadness more than the other three groups (see Table 15). 
Moreover, this interaction also revealed that children in the extemalizing group reported 
using more aggressive behaviors in response to anger than sadness and physical pain, as 
well as more in response to sadness than pain (see Table 15).
Exploratory findings concerning other methods of expression. With respect to 
facial methods o f expression, a significant main effect of feeling type was found (F
(2,166) = 11.63,/? < .001, rf=  .12), This main effect was qualified by two two-way 
interactions: feeling type x type of psychopathology {F (6,166) = 4.66,/? < .001, rf=  .14), 
and feeling type x child sex {F (2,166) = 4.95,/? < .01, rf=  .06). The feeling type x type of 
psychopathology interaction revealed that children in the extemalizing group reported 
using facial expression in response to anger more than the other three groups (see Table 
16). This interaction also revealed that children in the extemalizing group reported using
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facial expression in response to anger more than physical pain and pain more than sadness. 
In contrast, children in the intemalizing group reported using facial expression in response 
to physical pain more than anger. Finally, children in the control group reported using 
facial expression in response to physical pain more than both anger and sadness (see Table 
16). The feeling type x child sex revealed that girls reported using facial expression more 
than boys in response to physical pain (see Table 17). Also, girls reported using facial 
expression more in response to physical pain than anger or sadness.
With respect to direct verbal expression, a significant main effect of feeling type 
was found (F (2,166) = 101.35,/? < .001, rf -  .56). All children reported using direct 
verbal expression in response to physical pain (M= 3.01, SD = 0.76) more than anger (M 
-  1.75, SD = 0.93,/? < .01) or sadness {M= 1.76, SD = 0.91,/? < .01).
With respect to indirect verbal expression, a significant main effect of type of 
psychopathology was found {F (3, 83) = 3.78, p < .05, rf = .12). This main effect was 
qualified by a significant feeling type x type of psychopathology interaction (F (6,166) = 
8.25,/? < .001, rf -  .24). This interaction revealed that children in the control group 
reported using indirect verbal expression in reference to both anger and sadness more than 
children in extemalizing and somatic complaints groups (see Table 18). In reference to 
pain, children in the intemalizing group reported using indirect verbal expression more 
than the other three groups. They reported using indirect verbal expression more in 
response to pain than anger. In contrast, children in the control group reported using 
indirect verbal expression more in reference to anger and sadness than pain.
Research Question 4: Do Children in Each of the Four Groups Differ with respect to 
Their Methods o f Control?
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 81
Children’s methods of control were assessed by their responses to Question 5 in 
the Emotion Regulation Interview. If their response to question 3 indicated that they 
would not show felt emotion, they were presented with five methods of concealing felt 
emotion: (a) manipulating facial expression, (b) verbal concealment (e.g., saying “I’m 
happy for you, when one is feeling sad), (c) distraction (directing attention to some other 
activity), (d) physically hiding, and (e) withdrawal responses. For each method, the child 
was asked, “How likely is it that you would use this method for NOT expressing 
(anger/sadness/ pain) to (mom/dad/ peer)?” The child responded on a four-point scale 
(where, 1 = not at all, 2 = a little bit, 3 = quite a bit, and 4 = a whole lot). Mean ratings of 
the likelihood of using each method of expression were computed and two sets of 
correlational analyses were performed. First, Pearson product-moment correlation 
coefficients indicated that children’s methods of control were not correlated with one 
another; consequently, MANOVA and MANCOVA techniques were not used to analyze 
methods of control.
A second set of analyses between children’s methods of control and child 
temperament (CBQ) scales indicated that CBQ Anger/Frustration scale was negatively 
related to distraction as a method of control (r = -.65, p  < .05), and the CBQ Discomfort 
scale was negatively related to facial control (r = -.56, p < .05). Based on these findings, 
CBQ scales that were correlated to a method of control were entered as covariates for 
analyses related to that method of control.
Mean ratings of the likelihood of using each method of control were analyzed 
using a repeated measures ANOVA or ANCOVA, as indicated above. In each case, the 
within-subjects factor was feeling type (anger, sadness), and the between-subjects factor
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was type of psychopathology (somatic complaints, anxious/depressed, extemalizing 
problems, control). Only two levels of feeling type (anger, sadness) were included, as very 
few children from the total sample reported controlling expressions of pain, and thus, 
inclusion of the third level of feeling type (physical pain) would have led to very small 
number of cases per group. Also, child sex was not included as a between-subject factor, 
as it would have led a very small number of cases per group. The dependent variable was 
the child’s mean ratings on the 4-point scale for each method of control. Significant main 
effects and interactions were analyzed using Bonferroni multiple comparisons.
Exploratory findings concerning children’s methods of control. No specific 
hypotheses were tested with respect to children’s methods of control, and data were 
examined in an exploratory manner. The results revealed a significant feeling type x type 
of psychopathology interaction with respect to distraction (F (3,56) = 3.32, p < .05, rf = 
.06). This interaction revealed that children in the control group reported using distraction 
as a method of controlling their feelings of anger more than children in the intemalizing 
and somatic complaints groups (see Table 19). Children in the extemalizing group 
reported using distraction more in response to sadness than anger. With respect to 
withdrawal as a method of control, a significant main effect of type of psychopathology 
was found {F (3,56) = 8.83, p < .001, if=  .35). Children in the somatic complaints (M = 
1.68, SD = .61) and intemalizing groups (M ~  1.58, SD = .68) reported using withdrawal 
as a method to control their feelings more than children in the control group (M= 1.11, SD 
= .428, p  < .001 andp  < .05, respectively). No significant differences were found 
conceming facial (M= 1.90, SD = .70) or verbal {M= 1.17, SD -  .39) methods of control, 
01  physically hiding (M= 1.16, SD -  .42).
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Research Question 5: Do Children in Each of the Four Groups Differ with respect to 
Their Reasons for Expression?
Children’s reasons for showing felt emotion were assessed by their responses to 
Question 4 in the Emotion Regulation Interview. If the child’s response to question 3 
indicated that they would show felt emotion, they were presented with following five 
reasons for showing felt emotion: (a) uncontrollability of expression, (b) expectation of 
instrumental assistance, (c) expectation of social support, (d) communication of one’s 
feelings, (e) desire to prevent future occurrence of the situation. For each reason, the 
child was asked, “How likely is it that this would be your reason for expressing 
(anger/sadness/ pain) to (mom/dad/ peer)?” and they responded on a four-point scale 
(where 1= not at all, 2 = a little bit, 3 = quite a bit, and 4 = a whole lot). Preliminary 
analyses indicated few intercorrelations among children’s reasons for expression; thus, 
MANOVA was not used to analyze these data. Each reason for expression was analyzed 
using a repeated measures ANOVA, as described in the beginning of this section 
conceming children’s emotion regulation skills.
Exploratory findings concerning children’s reasons for expression. No specific 
hypotheses were tested with respect to children’s reasons for expression, and data were 
examined in an exploratory manner. The results showed significant main effects of 
feeling type (F(2,166) = 3.12,/) < .05, rf=  .04) and type of psychopathology {F (3,83) = 
3.72, p  < .05, tf=  .12) on children’s report of uncontrollability o f their feelings. These 
main effects were qualified by a feeling type x type of psychopathology interaction (F
(6,166) = 2.82, p  < .05, r f  = .10). The interaction revealed that children in the 
extemalizing group reported uncontrollability as a reason for expressing anger more than
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children in the control group (see Table 20). Children in the intemalizing group reported 
uncontrollability as a reason for expressing sadness more than control group, and as a 
reason for expressing pain more than both extemalizing and control groups. They also 
reported uncontrollability as a reason for expressing pain more than anger.
With respect to expectation o f instrumental help, a significant main effect of 
feeling type {F (2,166) = 84.12,/?< .001, rf = .49) was qualified by a feeling type x child 
sex interaction {F (2,166) = 3.91, js < .05, rf = .04). The interaction revealed that girls 
reported expectation of instmmental help as a reason for expressing pain more than boys 
(see Table 21). Both boys and girls reported expectation of instrumental help as a reason 
for expressing physical pain more than anger and sadness.
With respect to expectation o f emotional support, a significant main effect of 
feeling type was found {F (2,166) = 14.02, p < .001, rf -  .14). Children reported this as a 
reason for expressing their feelings in reference to sadness (M= 1.96, SD = .88) and pain 
{M= 1.63, SD = 1.09) more than anger {M -  1.63, SD = .82) (p < .01, andp < .01, 
respectively).
With respect to preventing future occurrence o f the situation, a significant main 
effect of feeling type was found {F  (2,166) = 3.44, p  < .05, rf -  .04). Children reported 
this as a reason for expressing their feelings in reference to anger {M -  1.76, SD = .82) 
more than sadness (M= 1.48, SD = .85, .05 < p  .10), neither of which differed from pain 
(M = 1.51, SD = 1.03). With respect to communicating one‘s feelings, no significant 
effects were found (M= 1.67, SD -  .93).
Research Question 6: Do Children in Each of the Four Groups Differ with respect to 
Their Reasons for Control?
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Children’s reasons for NOT showing felt emotion were assessed by their 
responses to Question 4 in the Emotion Regulation Interview. If the child’s response to 
question 3 indicated that they would NOT show felt emotion, they were presented with 
following seven categories of reasons for not showing felt emotion: (a) norm 
maintenance, (b) avoidance of spanking, (c) avoidance of scolding, (d) avoidance of 
parental reminder, (e) maintaining self-esteem, (f) prosocial reasons, (g) futility of 
expression, and (h) minimizing the significance of the event. For each reason, the child 
was asked, “How likely is it that this would be your reason for NOT expressing 
(anger/sadness/ pain) to (mom/dad/ peer)?” and responded on a four-point scale (where 
1= not at all, 2 - a little bit, 3 = quite a bit, and 4 = a whole lot). Preliminary analyses 
indicated few intercorrelations among children’s reasons for control; thus, MANOVA 
was not used to analyze these data. Each reason for control was analyzed using a repeated 
measures ANOVA, as described in the beginning of this section conceming children’s 
emotion regulation skills.
Exploratory findings concerning children’s reasons for control No specific 
hypotheses were derived with respect to children’s reasons for control, and data were 
examined in an exploratory manner. With respect to avoidance o f spanking, the results 
showed a significant main effect of feeling type (F (1, 56) = 2 3 .8 1 ,< .001, rf = .30). 
Children reported avoidance of spanking in reference to controlling anger {M= 1.78, SD 
= .75) more than sadness (M= 1.36, SD = .60, _p < .05) or pain {M -  1.35, SD -  .58, p  < 
.05). A significant main effect of type of psychopathology was also found (F (3, 56) =
3.13,p  < .05, rf -  .17). Children in the intemalizing group (M= 2.02, SD = .78) reported 
avoidance of spanking more than children in the control group (M= 1.36, SD = .61,p  <
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.05), neither of which differed from extemalizing or somatic complaints groups.
With respect to avoidance o f parental reminder, a significant main effect of type 
of psychopathology was found {F (3, 56) = 5.84, p < .01, rf = .26). Children in the 
control group {M -  1.77, SD -  .66) reported avoidance of parental reminder as a reason 
for controlling their expressions more than children in the intemalizing (M = 1.20, SD = 
.38, p  < .05), somatic complaints {M = 1.22, SD = .44, p  < .01), and extemalizing groups 
(M= 1.28,SD = .55,i7<.10).
With respect to prosocial reasons, a significant main effect of feeling type was 
found (F (1, 56) = 9.79, p < .01, rf = .17), which revealed that children reported prosocial 
reasons in reference to controlling sadness (M= 1.34, SD = .59) more than anger (M =
1.13, SD = .38, j? < .05) and pain { M -  1.01, SD =  .006, p <  .01). Also, a significant main 
effect of type of psychopathology was found (F(3, 56) = 3.16,/? < .05, rf=  .17).
Children in the control group (M= 1.46, SD -  .67) reported prosocial reasons for 
controlling emotions more than children in the somatic complaints group (M = 1.07, SD -  
.17,/?<.05).
With respect to futility o f expression, a significant main effect of feeling type was 
foimd {F  (1, 56) = 13.32, p  < .01, rf  = .21). This main effect was qualified by a feeling 
type X type of psychopathology interaction {F (3, 56) = 4.18,/? < .05, i f  = .20). This 
interaction revealed that children in the somatic complaints group reported futility of 
expression as a reason to control sadness more than control group (see Table 22), neither 
of which differed from externalizing or intemalizing groups. Moreover, children in 
somatic complaints and extemalizing groups reported futility of expression in reference 
to sadness more than anger.
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Finally, with respect to minimizing significance o f the event, a significant main 
effect of type of psychopathology was found {F  (3, 75) = 4.21, p < .01, rf = .22).
Children in the somatic complaints group (M= 1.88, SD -  .82) reported minimizing 
significance as a reason for control more than children in the control group (M= 1.29, SD 
= .55, p  < .01). No significant main effects or interactions were found for norm 
maintenance (M= 1.44, SD = .59), avoidance o f scolding (M= 1.35, SD -  .52), or 
avoidance o f embarrassment for the self (M= 1.45, SD = .60).
Research Question 7: Do Children in Each of the Four Groups Differ with respect to 
Their Beliefs about the Acceptability o f Their Emotional Displays?
Children’s perceptions of acceptability of their displays of anger, sadness, and 
physical pain were assessed by their responses to Question 6 in the Emotion Regulation 
Interview (“Would your mom /dad /peer think it’s OK for you to show how angry/sad/ 
much pain you feel?”), which were provided on a 4-point scale (where 1 = not at all OK,
2 = a little bit, 3 = quite a bit, 4 = really OK).
Exploratory findings concerning children’s perceptions o f acceptability. No 
specific hypotheses were tested with respect to children’s perceptions of acceptability of 
their displays, and the data were analyzed in an exploratory manner. The results of a 
repeated measures ANOVA showed a significant main effect of feeling type {F (2,224) = 
156.0,/? < .001, i f  -  .58). Regardless of type of psychopathology and gender, all children 
considered others to be more accepting of their displays of physical pain (Af = 3.34, SD = 
0.64) than sadness (Af = 2.25, SD = 0.82,/? < .001) and anger (Af = 1.93, SD -  .S l,p<  
.001). Also, children considered others to be more accepting of their displays of sadness 
than anger (p < .01).
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Analyses pertaining to Objective Two: Mothers ’ Socialization o f Child Emotion
The second objective of phase two was to examine whether mothers’ socialization 
of their children’s emotions differed across the groups (intemalizing, extemalizing, 
somatic complaints, and the control group). Three aspects of mothers’ socialization of 
their children’s displays of anger, sadness, and physical pain were examined, including 
mothers ’ own feelings in response to their children's displays, mothers ’ beliefs regarding 
their children’s displays, and mothers ’ behavioral responses to their children’s displays. 
Mothers’ feelings, beliefs, and behaviors conceming their children’s emotional displays 
were examined across two measurement formats: with respect to specific hypothetical 
scenarios, and in general, with respect to real life situations that had occurred with their 
children. The measurement formats also differed in the type of response format (forced- 
choice versus open-ended) and consequently, in the type of data obtained (quantitative 
versus qualitative).
Strategy for Analyzing Quantitative Data
The quantitative data included mothers’ responses to the Parent Response to 
Children’s Emotions Questionnaire (see Appendix H) provided on a 7-point scale (1 = 
not likely, 4 = somewhat likely, 7 = very likely). Mean ratings were computed and three 
sets of correlational analyses were performed: those among mothers’ feelings, their 
beliefs, and their behavioral responses. Pearson product-moment correlation coefficients 
indicated that the types of mothers’ feelings were not correlated with one another, the 
categories of beliefs were not correlated with one another, and the types of responses 
were not correlated with one another. Consequently, MANOVA or MANCOVA was not 
used to analyze mothers’ feelings, beliefs, or behavioral responses.
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A second set of analyses between maternal variables (feelings, beliefs, and 
behaviors) and child temperament (CBQ) scales indicated that CBQ Anger/Frustration 
scale was positively related to mothers’ feelings of anger {r = 2 \ ,p  < .05), 
anxiety/restlessness (r = .29,p < .05), and disappointment {r= .\9 ,p  < .05). CBQ 
Inhibitory Control scale was negatively related to mothers’ feelings of anger (r = -.28,/? < 
.05) and anxiety /restlessness {r--.2>\,p < .05). CBQ Impulsivity scale was positively 
related to mothers’ feelings of anxiety /restlessness (r = 2A,p < .05), and CBQ Sadness 
scale was positively related to mothers’ feelings of disappointment (r = .23, p  < .05). 
Finally, CBQ Falling Reactivity scale was negatively related to mothers’ feelings of 
anger (r = -.23, p  < .05) and anxiety /restlessness (r = -.24, p < .05). With respect to 
maternal behavioral responses, CBQ Anger /Frustration scale was negatively related to 
maternal behaviors such as physical punishment {r = -.20, p < .05), psychological 
punishment (r = -.25, p  < .01), minimizing response (r = -.21, p  < .01), and conveying 
fiitility (r = -.32, p  < .01). CBQ Impulsivity scale was positively related to maternal 
response conveying futility (r = .18, p  < .05), and CBQ Falling Reactivity scale was 
negatively related to conveying futility (r = - .27, p  < .01). Based on these findings, CBQ 
scales that were correlated to a maternal variable (feelings or behaviors) were entered as 
covariates for analyses related to that particular variable.
Mean ratings were analyzed using repeated measures ANOVA or ANCOVAs. In 
each case, the within-subjects factor was the type of child’s feeling (anger, sadness, 
physical pain), and the between-subj ects factors were child sex and type of 
psychopathology (somatic complaints, anxious/depressed, externalizing problems, 
control). The covariates were relevant CBQ (child temperament) scales. The dependent
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variable was mother’s mean ratings on 7-point scale. Significant main effects and 
interactions were analyzed using Bonferroni multiple comparisons.
Strategy for Analyzing Qualitative Data
The qualitative data included mothers’ open-ended responses to questions from 
the Emotion Socialization Interview (see Appendix J). Based on a review of responses 
provided in this study and existing coding schemes in the North American literature (i.e., 
Gottman et al., 1996), a scheme was developed for coding open-ended responses in the 
present study. Responses were coded in Gujarati and coding categories were then 
translated into English. Coding categories were back translated into Gujarati to ensure 
linguistic and conceptual equivalence. Each response received only one primary code that 
was used in the analyses. In some cases, mothers provided more than one response to a 
given question. With respect to some interview questions, they spontaneously ranked 
ordered their multiple responses to the same question, while with others they did not. The 
interview question that elicited spontaneous ranking by mothers was related to behavioral 
responses to their children’s displays of anger, sadness, and pain. The interview questions 
that did not elicit spontaneous ranking by mothers were related to mothers’ feelings in 
response to their children’s emotional displays, and mothers’ justifications for their 
behavioral responses. The questions concerning mothers’ beliefs did not elicit multiple 
responses. With respect to the question that elicited spontaneous ranking, each response 
was coded and categories were arranged according to mothers’ ranking. With respect to 
the questions that did not elicit spontaneous ranking, each response was coded and 
categories were arranged in a temporal order. For example, the response provided first 
was considered primary, the one provided second was considered secondary, and the one
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provided third was considered tertiary. The rationale for organizing multiple responses in 
a temporal order comes from the literature conceming personal salience and memory. 
There is some evidence to suggest that the material that has personal relevance shows 
primacy effect and is remembered first (Petty, Tormala, Hawkins, & Wegner 2001).
Thus, it can be argued that the responses provided first in a temporal order may represent 
content that is personally more salient to the respondent. Nonetheless, it is acknowledged 
that this assumption — that the temporal order in which the responses were provided may 
represent the order of importance to the respondent mother — is a limitation of this study.
Because the frequency of secondary and tertiary categories was fairly low, only 
the data pertaining to the primary category are presented as a general rule with the 
exception of some cases, in which the secondary and tertiary codes provide significant 
information conceming the given research question. Appendix K provides a detailed 
description of each coding category. Responses of 30 participants were coded in Gujarati 
by a second coder for reliability purposes. For each coding category, Cohen’s Kappa was 
computed for reliability across two coders. Frequencies and percentages in each coding 
category for the four groups (internalizing, extemalizing, somatic complaints, and 
control) were computed. Percentages were computed by dividing the frequency in each 
coding category by the total number of cases in the given group and multiplying it with 
100.
Research Question 8: Do Mothers^ own Feelings regarding Their Children’s Displays 
of Anger, Sadness, and Physical Pain Differ across the Groups? (Quantitative Data)
Mothers’ feelings in response to their children’s feelings of anger, sadness, and 
physical pain in hypothetical scenarios were assessed by their responses to the first
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 92
question in the Parent Response to Children’s Emotions Questionnaire (see Appendix H): 
How would you feel if you see your child express anger/sadness/pain in this situation?
On a 7-point scale (where 1 = not likely, 4 = somewhat likely, 7 = very likely), mothers 
indicated how likely they would be to feel each of following five feelings: 
anger/frustration, anxiety/restlessness, embarrassment, disappointment, and sympathy. 
The data were analyzed as described in the section above titled Strategy for Analyzing 
Quantitative Data.
Exploratory findings concerning mothers ’feelings. No specific hypotheses were 
tested pertaining to mothers’ own feelings in response to their children’s displays of anger, 
sadness, and physical pain, and the data were examined in an exploratory manner. With 
respect to mother’s feelings of anger/frustration, a significant main effect of feeling type 
was found (F (2,224) = 1 2 9 .1 7 ,< .001, rf = .54), which revealed that mothers reported 
feeling more angry in response to their children’s anger (M= 3.90, SD =1.50) than in 
response to their children’s sadness (M= 2.02 SD = 1.30,_p < .001) or pain (M=1.94, SD 
= 1.20, p  < .001). Mothers’ feelings of anger did not differ in response to their child’s 
sadness versus pain. Also, a significant main effect of type of psychopathology was found 
(F (3,112) =14.09, < .001, t f -  .27). Mothers of children in the extemalizing {M = 3.00, 
SD -  1.26), intemalizing (M= 2.96, SD = 1.36), and somatic complaints groups {M -  
2.82, SD -  1.33) reported feeling angry in response to their children’s expressions of 
anger, sadness, and pain to a greater extent than mothers in the control group (M= 1.70, 
SD = .87,/7<.001 for all).
With respect to mothers’ feelings of anxiety /restlessness, significant main effects 
of feeling type (F (2,224) = 16.27, < .001, ?/= .54) and type of psychopathology (F
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(3,112) =\A31,p < .001, t f=.2S)  were found. These main effects were qualified by a 
feeling type x type of psychopathology interaction (F (6,224) = 8.43,/? < .001, rf ~ .18). 
This interaction revealed that mothers of children in the extemalizing and intemalizing 
groups reported feeling anxious /restless in response to their children’s expressions of 
anger and sadness more than mothers of children in somatic complaints and control group 
(see Table 23). Moreover, mothers of children in the somatic complaints and control group 
reported feeling anxious /restless in response to their children’s expressions of pain more 
than anger or sadness.
With respect to mother’s feelings of embarrassment, a significant main effect of 
feeling type was found (F (2,224) = 3.02,p < .05, rf = .03), which revealed that mothers 
reported feeling embarrassed in response to their children’s sadness (M= 2.04, SD =1.20) 
more than in response to pain (M= 1.81, SD=\  .09,/? < .05). Also, a significant main 
effect of type of psychopathology was found (F (3,112) =12.80,/? < .001, rf  = .25). 
Mothers of children in the somatic complaints group (M= 2.61, SD = 1.21) reported 
feeling embarrassed in response to their children’s expressions of anger, sadness, and pain 
more than mothers of children in intemalizing (M= 1.91, SD = 1.12,/? < .01), 
extemalizing (M= 1.79, SD = 2.1%, p  < .01), or control group (M= 1.29, SD = .62,/? < 
.001).
With respect to mother’s feelings of disappointment, a significant main effect of 
feeling type was found (F (2,224) = 67.25,/? < .001, rf = .37), which revealed that 
mothers reported feeling disappointed in response to their children’s sadness (Af = 3.56, 
SD =1.52) more than in response to anger (M= 2.19, S D - l .24,p  < .001) or pain {M =
2.10, SD = 1.34,/? < .001). Also, a significant main effect of type of psychopathology was
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found {F (3,112) = 6.09, p  < .01, rf = .14). Mothers of children in the intemalizing group 
(M= 3.15, SD = 1.41) reported feeling disappointed in response to their children’s 
expressions of anger, sadness, and pain more than mothers of children in extemalizing {M 
= 2.43, SD = l . l l ,p  < .05) and control groups (M= 2.09, SD = 1.28,p < .01). Mothers of 
children in the somatic complaints group { M -  2.80, SD -  1.47) reported feeling 
disappointed in response to their children’s expressions of anger, sadness, and pain more 
than mothers in the control group {p < .05).
With respect to mother’s feelings of sympathy, significant main effects of feeling 
type (F (2,224) = l \ . \ \ , p  < .001, rf = .39) and type of psychopathology (F (3,112) =
5.11,p < .01, rf=  .12) were found. These mam effects were qualified by a feeling type x 
type of psychopathology interaction (F (6,224) = 4.07,/? < .01, rf = .10). This interaction 
revealed that mothers of children in the somatic complaints group reported feeling less 
sympathetic than mothers of children in the intemalizing, extemalizing, and control 
groups in response to their children’s anger and sadness (see Table 24). Mothers of 
children in the extemaUzing, intemalizing, and control groups reported feeling less 
sympathetic in response to their children’s anger than sadness or pain. Mothers of children 
in the somatic complaints group reported feeling less sympathetic to their children’s anger 
than sadness, and less sympathetic to their children’s sadness than pain.
Research Question 8 continued (Qualitative Data)
Mothers’ feelings in response to their children’s expressions of anger, sadness, 
and physical pain in real life were assessed by their responses to the following question in 
the Emotion Sociahzation Interview (see Appendix J): “How does it make you feel to see 
your child expressing anger /sadness /pain in his/her most predominant way?” Mothers
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were also asked a follow-up question “Why would you feel that way?” In response to this 
question, mothers’ either provided a justification for experiencing a particular feeling, or 
specified conditions under which they would experience a particular feeling. Mothers’ 
responses conceming their feelings and justifications pertaining to those feelings were 
coded as described in the section titled Strategy for Analyzing Qualitative Data.
Exploratory findings concerning mothers * feelings. The responses with respect 
to children's expressions o f anger were coded into 10 categories (Cohen’s Kappa ranged 
from .80 to .95 across categories). The categories of anger and sympathy were further 
distinguished based on the reasoning provided by mothers. For instance, mothers’ 
responses that indicated that they would feel angry only when their child’s anger was not 
justified were distinguished from the responses that did not specify conditions under 
which mothers would feel angry. See Table 25 for a list of categories, and for frequencies 
and percentages in each coding category for the four groups (intemalizing, extemalizing, 
somatic complaints, and control). For each category, mothers’ justifications/ 
specifications of conditions under which they would experience the feeling are presented 
in parenthesis followed by that feeling. In addition to the primary feeling categories, 
mothers’ secondary feelings with respect to children’s expressions of anger are presented. 
The two most commonly cited primary feelings for mothers in the intemalizing and 
extemalizing groups were sympathy (no condition specified) and anger (no condition 
specified). The two most commonly cited primary feeling categories for the somatic 
complaints group were anger (no condition specified), and anger (if child’s anger is not 
justified), while for the control group, they were sympathy (if child’s anger is justified), 
anger (if child’s anger is not justified), and anger (no condition specified). The two most
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commonly cited secondary feelings for mothers in the intemalizing and extemalizing 
groups were worry (regarding child’s well-being) and Dukh (due to child’s 
noncompliance /lack of understanding). Dukh is a Gujarati word for which there is no 
equivalent English word. It is a context-dependent term, such that its meaning is defined 
by the context in which it is used. Guj arati-English dictionary translates Dukh as pain, 
sorrow, unhappiness; grief; difficulty; trouble, suffering; sickness” (Deshpande, 1974; pp. 
484-485). It does not refer to fear, anger, embarrassment, guilt, or shame.
The responses with respect to children’s expressions o f sadness were coded into 
nine categories (Cohen’s Kappa ranged from .82 to .94 across categories). See Table 26 
for a list of categories, and for frequencies and percentages in each coding category for 
the four groups (intemalizing, extemalizing, somatic complaints, and control). For each 
category, mothers’ justifications/ specifications of conditions under which they would 
experience the feeling are presented in parenthesis followed by that feeling. In addition to 
the primary feeling categories, mothers’ secondary feelings with respect to children’s 
expressions of anger are presented. The two most commonly cited primary feelings for 
mothers in the extemalizing group were Dukh (mirroring child’s feeling) and anger (due 
to child noncompliance/ lack of understanding) (see Table 26). The two most commonly 
cited primary feelings for mothers in the intemalizing group were Dukh (mirroring 
child’s feeling) and Dukh (due to child’s lack of understanding/ noncompliance). The two 
most commonly cited primary feelings for mothers in the somatic complaints group were 
neutral and Dukh (mirroring child’s feeling) and for mothers in the control group, they 
were Dukh (mirroring child’s feeling) and disappointment (mirroring child’s feeling).
The two most common secondary feelings cited by mothers in intemalizing and
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externalizing groups were worry and guilt, while the most common secondary feeling 
cited by mothers in the control group was sympathy.
With respect to physical pain, the responses were coded into five categories 
(Cohen’s Kappa ranged firom .90 to 1.0 across categories). See Table 27 for a list of 
categories, and for firequencies and percentages in each coding category for the four 
groups (intemahzing, extemalizing, somatic complaints, and control). The two most 
common primary feelings cited by mothers across groups were Dukh (due to child’s 
suffering) and sympathy (see Table 27). The most common secondary feeling was worry 
(regarding child’s health) across groups.
Research Question 9: Do Mothers ’ Beliefs regarding Their Children’s Displays of 
Anger, Sadness, and Physical Pain Differ across the Groups? (Quantitative Data)
Mothers’ beliefs conceming controllability and legitimacy of their children’s 
feelings of anger, sadness, and physical pain were assessed by their responses to 
questions IV and V in the Parent Response to Children’s Emotions Questionnaire: How 
legitimate do you think your child’s feeling of anger /sadness /pain is in this situation? 
and How controllable do you think your child’s feeling of anger /sadness /pain is in this 
situation? These responses were provided on a 7-point scale (1 = not legitimate 
/controllable, 4 = somewhat legitimate /controllable, 7 = very legitimate /controllable). If 
mothers indicated that they considered their child’s expression uncontrollable (e.g., 
endorse 1, 2, or 3 on the 7-point scale), they were asked to indicate the extent to which 
they agree with the statement that their child’s expression of anger is uncontrollable due 
to immaturity. The responses was provided on a 7-point scale (where 1 = strongly 
disagree, 4 = neither agree nor disagree, 7 = strongly agree). Mothers’ beliefs conceming
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appropriateness /acceptability of their children’s expressions of anger, sadness, and 
physical pain were assessed by their responses to questions VII in the Parent Response to 
Children’s Emotions Questionnaire (see Appendix H): “How appropriate /acceptable do 
you think is your child’s expression of anger/sadness/pain in this situation?” The 
responses was provided on a 7-point scale (where 1 = strongly disagree, 4 = neither agree 
nor disagree, 7 = strongly agree). The data were analyzed as described in the section 
titled Strategy for Analyzing Quantitative Data.
Hypothesis 9a. Mothers of children in the somatic complaints group were 
expected to believe that emotions are more controllable and less legitimate than mothers 
of children in the control group. Results revealed a significant feeling type x type of 
psychopathology interaction in mothers’ belief conceming controllability of children’s 
feelings {F (6,224) = 2.61,p  < .05, rf -  .06). Contrary to prediction, this interaction 
revealed that mothers of children in the somatic complaints group did not differ from 
mothers in the control group with respect to their belief regarding controllability of 
children’s emotions versus physical pain (see Table 28). Mothers of children in both the 
intemalizing and extemalizing groups considered their children’s expressions of anger and 
sadness as less controllable than mothers in the control group. Also, mothers of children in 
both the intemalizing and extemalizing groups considered their children’s expressions of 
anger and sadness as less controllable than those of physical pain. Mothers of children in 
the control group considered their children’s expressions of anger as less controllable than 
physical pain. In addition, a significant main effect of child sex was found (_F (1,112) =
6.11, jt? < .05, rf=  .05), which revealed that mothers considered all expressions as more 
controllable for females (M= 4.67, SD -  1.15) than males {M= 4.27, SD = 1.18).
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With respect to legitimacy of children’s feelings, a significant feeling type x type 
of psychopathology interaction was found (F (6,224) == 3.71, p  < .01, r f = .09). Contrary 
to prediction, this interaction revealed that mothers of children in the somatic complaints 
group did not differ from mothers in control group with respect to their belief conceming 
legitimacy (see Table 29). Mothers of children in the somatic complaints group considered 
their children’s feelings of physical pain as more legitimate than mothers of children in the 
extemalizing group. In addition, mothers of children in the intemalizing, somatic 
complaints, and control groups considered their children’s feelings of anger as less 
legitimate than sadness, and sadness as less legitimate than physical pain. Mothers of 
children in the extemalizing group considered their children’s feelings of anger as less 
legitimate than anger.
Hypotheses 9b and 9c. With respect to uncontrollability due to immaturity, 
mothers of children in the intemalizing group were expected to believe that expressions of 
sadness are uncontrollable due to immaturity in their children more than mothers of 
children in the control group, and mothers of children in the extemalizing group were 
expected to believe that expressions of anger are uncontrollable due to immaturity in their 
children more than mothers of children in the control group. Results revealed a significant 
■ feeling type x type of psychopathology interaction in mothers’ belief conceming 
uncontrollability due to immaturity (F (6,224) = 4.50, p  < .001, rf = .11). Contrary to 
prediction, this interaction revealed that mothers of children in the intemalizing and 
extemalizing groups did not differ from mothers in the control group with respect to their 
endorsement of the belief conceming uncontrollability due to child’s immaturity (see 
Table 30). However, mothers of children in the intemahzing and extemalizing groups
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endorsed uncontrollability of anger and sadness due to child’s immaturity more than 
mothers in the somatic complaints group (see Table 30). Moreover, mothers of children in 
the somatic complaints group endorsed uncontrollahility due to immaturity more in 
reference to child’s pain than anger or sadness. Also, mothers of children in the control 
group endorsed uncontrollahihty due to immaturity more in reference to child’s pain than 
anger.
Exploratory findings concerning mothers ’ beliefs about appropriateness 
/acceptability. Mothers’ belief conceming the appropriateness /acceptability of their 
children’s expressions was examined in an exploratory manner. A significant main effect 
of feeling type was found (F (2,224) = 128.59,/? < .001, if=  .53). This main effect was 
quahfied by a significant feeling type x type of psychopathology interaction (F (6,224) = 
2.91, p  < .01, .07). The interaction revealed that mothers of children in the somatic
complaints group considered their children’s expressions of anger less acceptable than 
mothers of children in the intemalizing group, and they considered their children’s 
expressions of sadness less acceptable than mothers of children in the extemalizing group 
(see Table 31). Mothers of children in all but the extemalizing group considered their 
children’s expressions of anger as less acceptable than sadness, and sadness as less 
acceptable than pain. Mothers of children in the extemalizing group considered their 
children’s expressions of anger as less acceptable than sadness or pain. They did not 
differentiate between sadness and pain.
Research Question 9 continued (Qualitative Data)
Exploratory findings: Mothers’ beliefs about what constitutes appropriate 
/acceptable behavior. Mothers’ beliefs conceming appropriate /acceptable behavior when
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their children were feeling anger, sadness, and physical pain were assessed by their 
responses to the following question in the Emotion Socialization Interview; “In your 
opinion, what would be the appropriate /acceptable behavior when your child is feeling 
angry /sad /pain?” The responses with respect to children’s feelings of anger and sadness 
were coded into six categories (see Tables 32 and 33 for a list of categories, and for 
frequency and percentages in each category) (Cohen’s Kappa ranged from .83 to .88). 
With respect to both anger and sadness, the most common category for appropriate 
behavior was to accommodate to the situation (see Tables 32 and 33, respectively). The 
second most common category for the intemalizing and extemalizing groups was all 
behaviors appropriate, while for the somatic complaints group, the second most common 
category was no behavior appropriate. For the control group, the second most common 
category was communicate calmly.
With respect to physical pain, the responses were coded into three categories (see 
Table 34 for a list of categories, and for frequency and percentages in each category) 
(Cohen’s Kappa ranged from .95 to 1.0). Results showed that the most common category 
across groups was verbal communication of feeling (see Table 48).
Research Question 10: Do Mothers ’ Behavioral Responses to their Children’s Displays 
of Anger, Sadness, and Physical Pain Differ across the Groups? (Quantitative Data)
Mothers’ responses to their children’s expressions of anger, sadness, and physical 
pain were assessed by their response to Question II in the Parent Response to Children’s 
Emotions Questionnaire (see Appendix H): What would you do/say to your child in this 
situation? Mothers were asked to indicated how likely they would be to respond in each 
of 12 ways listed: minimizing, punitive (behavioral and psychological), conveying that
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expression is unacceptable, tolerance, encouraging expression, distraction, conveying that 
expression is futile, emotion-focused (verbal and physical comforting), and problem- 
focused (explanation and solution-oriented). The responses were provided on a 7-point 
scale, and analyzed as described in the Strategy for Analyzing Quantitative Data.
Hypothesis 10a (minimizing and punitive responses). Mothers of children in the 
somatic complaints group were expected to minimize the significance of anger and 
sadness in their children and/or respond punitively to these expressions more than mothers 
of children in the control group.
With respect to minimizing the significance, results showed a significant feeling 
type X type of psychopathology interaction {F (6,224) = 3.99, p < .01, .10). As
predicted, mothers of children in the somatic complaints group reported minimizing the 
significance of their children’s expressions of anger and sadness more than mothers in the 
control group (see Table 35). Moreover, mothers of children in the intemalizing and 
extemalizing groups reported minimizing the significance of their children’s expressions 
of anger, sadness, and pain more than mothers in the control group. This interaction also 
revealed that mothers of children in the extemalizing group reported minimizing the 
significance of their children’s expressions of anger more than sadness, and sadness more 
than pain. Mothers of children in the intemalizing and somatic complaints groups reported 
minimizmg the significance of their children’s expressions of anger and sadness more than 
pain.
With respect to behavioral punishment, a significant feeling type x type of 
psychopathology interaction {F (6,224) = 2.12, p  < .05, i f  = .05) was found. As predicted, 
mothers of children in the somatic complaints group reported using behavioral punishment
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in response to their children’s expressions of anger and sadness to a greater extent than 
mothers in the control group (see Table 36). Moreover, mothers of children in the 
extemalizing group reported using behavioral punishment in response to their children’s 
expressions of anger and physical pain more than mothers in the control group. This 
interaction also revealed that mothers of children in the extemalizing, intemalizing, and 
control groups reported using behavioral punishment more in response to their children’s 
expressions of anger than sadness or pain. Mothers of children in the somatic complaints 
group reported using behavioral punishment more in reference to their children’s 
expressions of anger than sadness, and more in reference to their children’s sadness than 
pain.
With respect to psychological punitiveness, a significant feeling type x type of 
psychopathology interaction (F (6,224) = 4.54,p < .001, rf=.\V)  was found. As 
predicted, mothers of children in the somatic complaints group reported using 
psychological punitiveness in response to their children’s expressions of anger and 
sadness more than mothers in the control group (see Table 37). Moreover, mothers of 
children in the extemalizing and intemalizing groups reported using psychological 
punitiveness in response to their children’s expressions of anger, sadness, and physical 
pain more than mothers in the control group. This interaction also revealed that mothers of 
children in the extemalizing, intemalizing, and somatic complaints groups reported using 
psychological punitiveness more in response to their children’s expressions of anger than 
sadness, and more in response to their children’s sadness than pain. Mothers of children in 
the control group reported using psychological punitiveness more in response to their 
children’s expressions of anger than pain.
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Hypotheses 10b and 10c (respond with tolerance). Mothers of children in the 
intemalizing group were expected to respond to their children’s expressions of sadness 
with tolerance more than mothers of children in the control group, and mothers of children 
in the extemalizing group were expected to respond to their children’s expressions of 
anger with tolerance more than mothers of children in the control group. Results 
conceming tolerance showed a significant feeling type x type of psychopathology 
interaction {F (6,224) = 5.22, p  < .001, rf ~ .12). Contrary to prediction, mothers of 
children in intemahzing and extemalizing groups did not differ from mothers in the 
control group with respect to their reported use of responding to their children’s anger and 
sadness with tolerance (see Table 38). However, mothers of children in intemalizing, 
extemalizing, and control groups reported tolerating their children’s expressions of anger 
and sadness more than mothers in the somatic complaints group. This interaction also 
revealed that mothers of children in the extemalizing group reported tolerating their 
children’s expressions of anger more than sadness, and sadness more than pain. Mothers 
of children in the intemalizing and control groups reported tolerating their children’s 
expressions of anger more than sadness or pain, and did not differentiate between sadness 
and pain. Mothers of children in the somatic complaints group reported tolerating their 
children’s expressions of anger and sadness more than pain, and did not differentiate 
between anger and sadness.
Hypothesis lOd (emotion-focused and problem-focused responses). Mothers of 
children in the control group were expected to respond to their children’s expressions of 
anger and sadness with an emotion-focused (verbal, physical comforting) or problem- 
focused approach (explanation-oriented, solution oriented) to a greater extent than
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mothers of children in the remaining three groups (somatic complaints, intemalizing and 
extemalizing).
With respect to physical comforting, results showed a significant feeling type x 
type of psychopathology interaction {F (6,224) = 6.35, p < .001, rf=  .15). As predicted, 
mothers in the control group reported physical comforting in response to their children’s 
expression of sadness more than mothers in the somatic complaints group (see Table 39). 
Contrary to prediction, mothers in the control group did not differ from mothers in 
intemalizing or extemalizing groups. Moreover, mothers in the extemalizing, 
intemalizing, and control groups reported physical comforting more in response to their 
children’s expressions of sadness and pain than anger, without differentiating between 
sadness and pain. In contrast, mothers in the somatic complaints group reported physical 
comforting more in response to their children’s expressions of pain than sadness, and 
more in response to their children’s sadness than anger.
With respect to verbal comforting, a significant feeling type x type of 
psychopathology interaction (JF (6,224) = 6.35, p  < .001, 7^ -  .15) was found, which 
revealed that mothers in the control group reported verbal comforting in response to their 
children’s expressions of sadness more than mothers in the somatic complaints group (see 
Table 40). Contrary to prediction, mothers in the control group did not differ from 
mothers in intemalizing or extemahzing groups. Moreover, mothers of children in the 
extemalizing and control groups reported verbal comforting more in response to their 
children’s expressions of sadness and pain than anger, without differentiating between 
sadness and pain. In contrast, mothers in the somatic complaints group reported verbal
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comforting most in response to their children’s expressions of pain, followed by sadness, 
followed by anger.
With respect to mothers’ problem-focused responses, a significant main effect of 
feeling type was found for explanation-oriented responses {F (2, 224) = 7.10,/) < .01, rf 
= .06). All mothers reported using explanation-oriented responses towards their 
children’s expressions of anger {M -  5.88, SD = 1.38) and sadness {M -  6.22, SD -  1.22) 
more than physical pain (M= 4.91, SD = 1.27). With respect to mothers’ solution- 
oriented responses, a significant main effect of feeling type was found {F (2, 224) = 
37.17,p < .001, r f -  .15). All mothers reported using solution-oriented responses towards 
their children’s expressions of physical pain (M = 6.49, SD -  .94) more than anger (M = 
5.53, SD -  1.62) or sadness (M= 5.70, SD = 1.50). Contrary to prediction, mothers in the 
control group did not differ from mothers in the remaining three groups with respect to 
explanation-oriented or solution-oriented responses.
Exploratory findings concerning other behavioral responses. The following four 
response types were examined in an exploratory manner: Conveying to the child that 
their expression is unacceptable, distracting the child, conveying that expressing felt 
emotion is futile, and encouraging the child to express felt emotion. With respect to 
conveying that expression is unacceptable, a significant feeling type x type of 
psychopathology interaction {F  (6,224) = 3 . 6 1 , <  .01, rf = .09) was found. Mothers in 
the somatic complaints group reported conveying unacceptability of anger and sadness 
more than mothers in the control group (see Table 41). Mothers in the extemalizing 
group reported conveying unacceptability of sadness and pain more than mothers in the 
control group, and mothers in the intemalizing group reported conveying unacceptability
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of sadness more than mothers in the control group. Moreover, mothers in the 
extemalizing, internalizing, and somatic complaints groups reported conveying 
unacceptability of their children’s expressions of anger and sadness more than pain. 
Mothers in the control group reported conveying unacceptability of their children’s 
expressions of anger more than sadness, and sadness more than pain.
With respect to distraction, a significant main effect of feeling type was found {F 
(2,224) = 25.18,/? < .001, ; /=  .18), which revealed that all mothers reported using 
distraction in response to their children’s sadness {M= 6.06, SD = 1.38) and physical 
pain (M= 5.78, SD = 1.45) more than anger (M= 5.05, SD -  1.72; p  < .001 for both).
With respect to futility o f expression, a significant main effect of feeling type was 
found {F (2,224) = 50.74, p < .001, rf -  .31), which revealed that all mothers reported 
conveying futility of expression in response to their children’s anger (M = 4.21, SD = 
2.06) and sadness (M= 5.05, SD = 1.94) more than physical pain {M= 3.29, SD = 1.98; p  
< .001 for both). Also, futility of expression was reported more in response to sadness 
than anger {p < .01).
With respect to encouraging expression, a significant feeling type x type of 
psychopathology interaction {F (6,224) = 2.87, />< .01, if=  .07) was found, which 
revealed that mothers in the intemalizing and extemalizing groups reported encouraging 
their children’s expression of sadness more than mothers in the somatic complaints group 
(see Table 42). All mothers reported encouraging their children’s expressions of pain 
more than anger, and mothers in the intemalizing group also reported encouraging their 
children’s expressions of sadness more than anger.
Research Question 10 Continued (Qualitative data)
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Mothers’ behavioral responses to their children expressions of anger, sadness, and 
physical pain in real life were assessed by their responses to the following question in the 
Emotion Socialization Interview (see Appendix J): “How do you typically respond to 
your child’s behavior when he/she is feeling angry/sad/pain?” The responses were coded 
as described in Strategy for Analyzing Qualitative Data.
Exploratory findings concerning mothers’ behavioral responses. Mothers’ 
responses with respect to their children’s expressions of anger were coded into 16 
categories (see Table 43 for a list of categories, and frequencies and percentages in each 
category) (Cohen’s Kappa ranged from .71 to .89). The most common primary response 
category for extemalizing, intemalizing, and somatic complaints groups was vague 
reference to providing explanation, followed by cajoling in the extemalizing group and 
scolding in the somatic complaints group (see Table 43). In contrast, the most common 
response category in the control group was providing specific explanation, followed by 
vague reference to providing explanation. With respect to secondary categories, the most 
common were scolding and spanking for the extemalizing group, scolding, spanking and 
cajoling for the intemalizing group, and scolding, spanking, and love withdrawal for the 
somatic complaints group. The two most common secondary categories for the control 
group were scolding and stop talking to the child.
Mothers’ responses with respect to their children’s expressions of sadness were 
coded into 14 categories (see Table 44 for a list of categories, and frequencies and 
percentages in each category) (Cohen’s Kappa ranged from .74 to .86). The most 
common primary response across extemalizing, intemalizing, and somatic complaints 
groups was vague reference to providing explanation, followed by providing a specific
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explanation and cajoling in the externalizing group, cajoling in the intemalizing group, 
and minimizing significance in the somatic complaints group (see Table 44). In the 
control group, the most commonly cited category was providing specific explanation, 
followed by vague reference to providing explanation. The most commonly cited 
secondary category was cajoling for the extemalizing group, cajoling and distracting for 
the intemalizing group, minimizing significance for the somatic complaints group, and 
verbal comforting for the control group.
Mothers’ behavioral responses with respect to their children’s expressions of 
physical pain were coded into five categories (see Table 45 for a list of categories, and 
frequencies and percentages in each category) (Cohen’s Kappa ranged from .80 to .88). 
The most common primary behavioral response to pain across groups was solution- 
oriented (see Table 45). The most common secondary behavioral response in 
intemalizing, somatic complaints, and control groups was verbal comforting, while in the 
extemalizing group, the most common secondary response was physical comforting.
Exploratory findings concerning mothers ’justifications about their behavioral 
responses. Mothers’ justifications conceming their behavioral responses to children 
expressions of anger, sadness, and physical pain were assessed by their responses to the 
following question in the Emotion Socialization Interview (see Appendix J): “Why would 
you respond in that way?” Mothers’ justifications for their responses with respect to 
children’s expressions of anger were coded into 11 categories (see Table 46 for a list of 
categories, and frequencies and percentages in each category) (Cohen’s Kappa ranged 
from .78 to .91). The two most common justifications in the extemalizing group were 
being angry would not calm child’s anger and child’s well-being (see Table 46). The two
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most common justifications in the intemalizing group were being angry would not calm 
child’s anger and socialization. The two most common justifications in the somatic 
complaints group were ensuring child compliance and socialization. Finally, the most 
commonly cited justifications in the control group were socialization, ensuring 
compliance, and calming child’s anger.
Mothers’ justifications with respect to their responses to their children’s 
expressions of sadness were coded into 10 categories (see Table 47 for a list of 
categories, and frequencies and percentages in each category) (Cohen’s Kappa ranged 
from .73 to .95). The most commonly cited justification in the extemalizing and 
intemalizing groups was a reference to children’s immature and/or fragile nature, 
followed by ensuring child compliance in the extemalizing group and calming child’s 
sadness in the intemahzing group (see Table 47). The three most common justifications 
in the somatic complaints group were socialization, child’s well-being, and futility of 
sadness. Finally, the three most common justifications in the control group were 
socialization, calming child’s sadness, and reference to children’s immature and/or fragile 
nature.
Mothers’ justifications with respect to their responses to children’s expressions of 
physical pain were coded into four categories (see Table 48 for a list of categories, and 
frequencies and percentages in each category) (Cohen’s Kappa ranged from .85 to .92). 
Across groups, the most commonly cited primary category was reference to alleviating 
pain (see Table 48). The most commonly cited secondary category was reference to 
child’s health in the extemalizing and somatic complaints groups, and reference to 
prevention of a bigger problem in the control group.
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CHAPTER IV: DISCUSSION
The present study examined different types of psychopathology in Asian Indian 
children, and was conducted in two phases. The first phase involved screening a 
community sample of Gujarati children between six and eight years to examine intensity 
and frequency of intemalizing, externalizing, and somatic problems as per mother report. 
Also, matemal beliefs conceming the legitimacy and controllability of physical and 
psychological problems in their children were examined. The second phase involved 
examining factors associated with different forms of psychopathology in Asian Indian 
children. Specifically, children’s pattems of emotion regulation and aspects of mothers’ 
socialization of children’s emotional displays were examined across four groups: those 
who present with intemalizing problems, those who present with extemalizing problems, 
those who present with somatic complaints, and an asymptomatic control group.
The results revealed common pattems of emotion regulation and matemal 
socialization across groups, as well as some intriguing between-group differences. The 
common pattems were found particularly with respect to how mothers and children 
perceived and responded to psychological versus physical manifestations, as well as to 
different psychological processes (e.g., anger versus sadness). Distinct pattems of 
emotion regulation and matemal socialization were also found in each of the four groups. 
Overall, the results showed consistency between matemal beliefs and their behaviors, 
children’s beliefs and their behaviors, as well as between matemal and child variables. 
The findings are discussed within the broader context of Asian Indian culture from the 
developmental niche perspective.
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The subsequent sections provide a summary of findings with respect to 
similarities and group differences, followed by the discussion of each set of fmdings. 
Gender differences are also discussed. Finally, limitations of the present study and 
directions for future research, including implications for intervention approaches to 
psychopathology in Asian Indian children are discussed.
Summary of Findings
Common Patterns
Differentiation between psychological and physical manifestations. An
examination of matemal beliefs revealed that Asian Indian mothers in phase one 
perceived intemalizing and extemalizing symptoms as less legitimate than physical 
symptoms. However, contrary to expectation, these mothers considered intemalizing and 
extemalizing symptoms as less controllable than physical symptoms in their children. 
Surprisingly, despite their belief conceming legitimacy, these mothers did not rate their 
children as presenting with a lower frequency /intensity of intemalizing or extemalizing 
problems than somatic problems. Consistent with matemal beliefs about legitimacy in 
phase one, all mothers in phase two (except those in the extemalizing group) considered 
their children’s feelings of anger and sadness in hypothetical everyday situations as less 
legitimate, and their expressions as less acceptable than pain. The results conceming 
mothers’ beliefs about controllability showed some variation compared to phase one: 
Mothers in the extemalizing and intemalizing groups considered their children’s 
expressions of anger and sadness as less controllable than physical pain, while those in 
the control group considered only anger as less controllable than pain. When asked to 
describe what they consider an appropriate /acceptable behavior when their child is
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experiencing anger or sadness, the most common response from all mothers was that the 
child should accept and accommodate to the situation. In contrast, in reference to 
physical pain, the most common response was that the child should verbally 
communicate that he/she is experiencing physical pain. Consistent with this belief 
conceming acceptable behavior, mothers reported using explanation-oriented responses 
in reference to their children’s displays of anger and sadness more than physical pain, and 
solution-oriented behaviors in response to their children’s displays of physical pain more 
than anger or sadness. They also reported conveying futility of expression in response to 
their children’s displays of anger and sadness more than physical pain.
Consistent with matemal beliefs about acceptability, children in the phase two 
sample perceived others to be less accepting of their displays of anger or sadness than 
physical pain. Moreover, all children (except those in the extemalizing group) reported 
controlling anger and sadness more than physical pain. When they decided to express 
anger or sadness, they were less likely to report employing direct verbal expression than 
with pain, and those in the control group were more likely to report employing indirect 
verbal expression with anger or sadness than pain. Moreover, in response to their 
expressions of anger or sadness, all children reported expecting less instrumental help 
than in response to their expressions of physical pain.
Differentiation between anger and sadness. Asian Indian mothers in phase one 
considered their children’s extemalizing symptoms as less controllable and legitimate 
than intemalizing symptoms. Mothers in phase two considered their children’s feelings of 
anger as less legitimate, and their displays of anger as less acceptable than sadness. These 
mothers reported feeling more anger /frustration and less sympathy in response to their
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children’s displays of anger than sadness or pain. Not surprisingly, their children reported 
expecting less emotional support in response to their expressions of anger than sadness or 
pain. Moreover, consistent with mothers’ belief about acceptability, children considered 
others to be less accepting of their displays of anger than sadness. However, only those in 
the internalizing group reported controlling anger more than sadness.
Group Differences
Results revealed that mothers of children in the internalizing and externalizing 
groups seemed to take an extreme position concerning their beliefs about acceptability 
and commonly reported that all of their children’s behaviors are acceptable /appropriate 
when they experience anger or sadness. They considered their children’s displays of 
anger and sadness less controllable than mothers in the control group, however, they did 
not attribute uncontrollability to immaturity any more than mothers in the control group. 
Inconsistent with their beliefs concerning acceptability and controllability, mothers in the 
internalizing and extemahzing groups reported feeling more anger /frustration and 
anxiety /restlessness in response to their children’s displays of anger and sadness than 
mothers in the control group. Mothers in these two groups also reported worry and guilt 
related to perceptions of child noncompliance, child’s lack of understanding, and their 
perceived ineffectiveness as a parent. Consistent with their feelings, mothers in these two 
groups reported using more minimizing and punitive responses to their children’s 
expressions of anger and sadness than mothers in the control group. They also made more 
references to spanking and scolding their children in response to anger. Overall, these 
mothers showed discordance between their beliefs and their feelings, as well as their 
beliefs and behavioral responses. Interestingly, children in the externalizing group
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reported controlling anger less than children in the control group, and using aggressive 
behaviors to express anger and sadness more than all other groups. In contrast, children in 
the internalizing group reported controlling sadness less than those in the control group, 
and reported crying in response to anger and sadness more than all other groups.
Compared to those in the control group, children in extemahzing and internalizing groups 
were more likely to refer to their inability to control the expression of anger and sadness, 
respectively.
Mothers of children in the somatic complaints group also seemed to take an 
extreme position conceming their beliefs about acceptability and frequently reported that 
none of their children’s behaviors are acceptable/ appropriate when they experience anger 
or sadness. These mothers reported feeling more anger /frustration, more embarrassment, 
and less sympathy in response to their children’s displays of anger and sadness than 
mothers in the control group. Consistent with their beliefs and feelings, mothers in the 
somatic complaints group reported using more minimizing and punitive responses and 
less physical and verbal comforting in response to their children’s expressions of anger 
and sadness than mothers in the control group. They also made more references to 
spanking and scolding their children in response to anger. Although children in this group 
did not differ from those in the control group with respect to their decisions to control 
anger, sadness, or pain, they differed in the manner in which they controlled these 
feelings. Children in the somatic complaints group reported withdrawing in response to 
anger, sadness, and pain more than those in the control group. They minimized the 
significance of the situation in reference to anger, sadness, and pain more than children in
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the control group, and made reference to futility of expressing sadness more than children 
in the control group.
In contrast to mothers in the symptomatic groups, those in the control group 
seemed to take a less extreme position in evaluating the acceptability of their children’s 
expressions. They perceived their children’s as anger or sadness as acceptable if these 
feelings were communicated calmly. Moreover, their perception of the cause of their 
child’s anger seemed to guide their own feeling: If they perceived the child to have a 
justifiable cause to feel angry, they reported feeling sympathy. If they perceived the child 
displaying anger without a justifiable cause, they reported feeling anger. With respect to 
behavioral responses, they reported providing specific explanation in response to their 
children’s displays of anger or sadness, in contrast to mothers in symptomatic groups, 
who made more vague references to providing explanation. Also, compared to mothers in 
the symptomatic groups, who reported more punitive and minimizing responses, those in 
the control group reported milder forms of discipline (i.e., stop talking to the child for a 
brief period). Not surprisingly, children in the control group reported coping strategies, 
such as distraction to control anger more than children in the other groups. They reported 
a desire to avoid parental reminder — rather than reprimand— as a reason to control anger, 
sadness, and pain to a greater extent than children in the other groups, and cited prosocial 
reasons to a greater extent than children in the somatic complaints group.
Common Patterns o f Child Emotion Regulation and Maternal Socialization 
Differentiation between Psychological and Physical Manifestations
Both mothers and children in the present study showed a differentiation between 
psychological and physical manifestations in their reported beliefs, as well as behaviors.
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An examination of maternal beliefs revealed that all mothers (except of those in the 
externalizing group) considered their children’s displays of anger and sadness as less 
acceptable /appropriate than pain. Mothers in the externalizing group perceived their 
children’s displays of anger, but not sadness, as less acceptable than pain. These findings 
, conceming matemal beliefs about acceptability of children’s displays were consistent 
across quantitative and qualitative measures in the present study, as well as consistent 
with the findings from Raval and Martini’s (2003) study, which revealed similar results. 
Moreover, these findings conceming mothers’ beliefs about acceptability are consistent 
with the child data in the present study, which revealed that all children considered others 
to be less accepting of their anger or sadness than physical pain. Taken together, these 
findings are consistent with the notion that physical symptoms are considered more 
acceptable and legitimate than psychological processes in Asian Indian culture. This 
notion of culture-wide distinction between physical and psychological processes is 
consistent with previous reports of less favourable attitudes towards psychological and 
physical illnesses in India (Sethi et al, 1968), and is also reflected in current healthcare 
practices in India. For instance, according to a survey undertaken by the World Health 
Organization (2002), less than 1% of the overall health budget in India is spent on mental 
health. The availability of mental health professionals, as well as institutions is markedly 
lower than such professionals and services for physical illnesses (e.g., 0.4 psychiatrists 
are available per 10,000 citizens, and 0.25 beds are available for psychiatric disorders per 
10,000 citizens). Moreover, most mental hospitals are in extremely poor condition all 
over the country (WHO, 2002), while those treating physical illnesses are technologically 
advanced and comparable to westem coxmtries. Overall, these statistics support the
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distinction between mental and physical health at the level of federal decision making in 
India. Interestingly however, the distinction between physical and psychological 
symptoms is not consistent with Ayurveda, an ancient Indian system of medicine (Pandit,
2001). Ayurveda prescribes a holistic view of illness that does not distinguish between 
mind and body, and between psychological versus physical symptoms. Although there 
has been a revival of interest in this ancient Indian medical tradition in both India and the 
west in recent years (Frawley, 1999), Ayurveda is currently practised by fewer 
practitioners than allopathic medicine in India. Thus, the distinction between physical and 
psychological illnesses may have been irrelevant to ancient Ayurveda. However, it seems 
fairly prevalent in present day India.
One explanation for the lower acceptability of physical symptoms than 
psychological ones in eastern cultures has been that physical symptoms may be perceived 
as beyond the control of the individual in comparison to psychological symptoms that 
may be perceived as more controllable. The results of the present study revealed that 
contrary to prediction, mothers in phase one considered physical symptoms as more 
controllable than either internalizing or externalizing symptoms in their children. In phase 
two, mothers in the internalizing and externalizing groups considered their children’s 
expressions of anger and sadness less controllable than pain, and mothers in the control 
group considered their children's expressions of anger as less controllable than pain. 
Taken together, these findings are surprising given previous theorizing conceming the 
eastern view of controllability of psychological versus physical symptoms. According to 
this theorizing, in eastern cultures, psychological symptoms such as anxiety and 
depression that are within the spectrum of normal human experiences are perceived as
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controllable (Kazarian & Evans. 1998). The individuals presenting with such 
disturbances are perceived as being able to control the illness, but are not exerting 
sufficient control. In contrast, physical illnesses are perceived as beyond the control of 
the individual. Thus, firom this line of theorizing, one would expect that Asian Indian 
mothers would consider psychological symptoms (i.e., internalizing, externalizing) and 
psychological phenomena (i.e., emotions of anger and sadness) as more controllable than 
physical symptoms, including physical pain. Interestingly, the findings of the present 
study are in the opposite direction: physical symptoms are considered more controllable 
than psychological ones. Two potential explanations can be offered to make sense of this 
finding. First, it may be that in Asian Indian culture, adults are perceived as being able to 
exert sufficient self-control over internalizing and extemahzing symptoms, and in turn, 
these symptoms may be considered as controllable for adults. In contrast, children may 
be perceived as immature, and consequently, incapable of exerting sufficient self-control 
over intemahzing and extemahzing symptoms. Interestingly however, the results of the 
phase two showed an opposite pattern: mothers in the somatic complaints and control 
groups attributed their children’s difficulty in controlling their expression to immaturity 
to a greater extent in reference to physical pain than anger or sadness. Mothers in the 
intemahzing and extemahzing groups showed no difference across feeling types. These 
results indicate that mothers in the present sample do not use children’s immaturity as a 
justification for their low controllability of anger or sadness more than physical pain. In 
the present study, however, mothers were not asked to compare their perceptions 
conceming controllability of emotions in children versus adults. Such a comparison
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would have directly tapped mothers’ beliefs conceming age as a determinant of being 
able to control one’s felt emotion.
A second explanation conceming the high controllability of physical relative to 
psychological symptoms relates to the distinction between the cause and the 
manifestation of these symptoms. It seems that previous cross-cultural literature has 
focused on the cause of psychological versus physical symptoms in exploring the 
controllability of these symptoms. Because physical symptoms are perceived to have an 
organic cause, they may be considered outside the control of the individual. In contrast, 
the causes of psychological symptoms (intemal or extemal) may be perceived as within 
the control of the individual. Contrary to the previous studies that focused on the cause of 
symptoms, mothers in the present study might have focused on the manifestation of 
psychological versus physical symptoms. They may have considered the manifestation of 
physical symptoms as controllable through the use of extemal sources such as medicine, 
while the manifestation of psychological symptoms may not be seen as controllable 
through such sources. Further research is needed to explore the reasoning underlying the 
perception of controllability of psychological versus physical symptoms in Asian Indian 
adults and children. In particular, exploring the perceived causes of each type of 
symptoms, and distinguishing between the cause and manifestation of symptoms in 
exploring perceptions of controllability would be useful.
Even though intemahzing and extemalizing symptoms were not considered as 
more controllable than physical symptoms, they were viewed as less legitimate and 
acceptable than physical symptoms. This finding suggests that the low legitimacy or 
acceptability of internalizing and extemalizing symptoms cannot be attributed to the
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belief that Indian children are not exercising sufficient self-control over symptoms that 
are clearly controllable. What might be other potential reasons for perceiving 
internalizing and extemalizing symptoms as less legitimate than somatic symptoms? 
Could it be that somatic symptoms are perceived to have an organic basis, which makes 
them less controllable and more credible or legitimate? It seems that the consideration of 
what causes a given symptom may be important in determining the perceived 
controllability, as well as legitimacy and acceptability of the symptom. Future research is 
needed to further explore reasons for differential legitimacy and acceptability of 
psychological versus somatic symptoms in Asian Indian culture.
Asian Indian mothers in the present sample not only endorsed differential 
acceptability of emotions versus physical pain, but they also considered different sets of 
behaviors as desirable when their children experienced anger or sadness versus pain. 
When the child was perceived as experiencing anger or sadness, mothers reported that the 
child should accept and accommodate to the situation. In contrast, in reference to 
physical pain, mothers reported that the child should verbally communicate that he/she 
was experiencing pain. These findings indicate that emotions and physical symptoms in 
Asian Indian culture likely involve distinct behavioral scripts, and consequently, distinct 
socialization goals and practices. Nonetheless, it is interesting that Asian Indian mothers 
expect their children to accommodate to the situation that elicited the emotion as a 
desirable outcome rather than attempt to change the situation. North American studies 
have shown that constructive coping with negative emotions involves problem solving 
(changing the emotionally arousing context), which is positively associated with 
outcomes such as prosocial behavior, and negatively linked to behavior problems
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(Eisenberg et al., 1995). Also, North American mothers’ responses to their children’s 
emotions that teach them effective strategies for problem solving are associated with 
positive ehild outcomes (Eisenberg et al., 1998). North American theorists -  who explain 
the occurrence of emotions such as anger and sadness within the context of goal blockage 
or loss — argue that a common consequence of experiencing emotions such as anger is 
goal reinstatement (Stein & Trabasso, 1992). These theorists argue that the experience of 
anger may trigger the use of problem-solving strategies, which in turn, may lead to goal 
reinstatement. Thus, it seems that the goal of socialization in North America is to teach 
the child to use problem-solving strategies to cope with emotions such as anger or 
sadness. In contrast. In Asian Indian culture, mothers do not perceive active problem­
solving to change the emotionally arousing context as an appropriate behavior when their 
children display anger or sadness, and thus, may not respond to their children’s displays 
with a problem-solving approach. This finding suggests that although goal blockage or 
loss may lead to the occurrence of anger or sadness for Asian Indians, the consequence of 
experiencing anger may not be goal reinstatement. Rather, it may be adjustment of one’s 
goals to match the extemal circumstances. Thus, the goal of socialization in India might 
be to teach children to accommodate or adjust to the situation when they are experiencing 
anger or sadness, and Asian Indian mothers may respond to their children’s anger or 
sadness with an approach that helps their children accept the situation. Not surprisingly, 
mothers in the present study reported using explanation-oriented responses to their 
children’s displays of anger and sadness more than physical pain, while they reported 
using solution-oriented responses to their children’s displays of physical pain more than
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anger or sadness. This finding is consistent with children’s report that they expected less 
instrumental help in response to their display of anger or sadness than physical pain.
Could the fact that Asian Indian mothers do not refer to active problem-solving as 
an appropriate behavior when their children feel anger or sadness, and are less likely to 
teach any strategies for problem solving have implications for their children’s emotional 
competence and psychological well-being? In other words, could the focus on 
accommodating to the situation instead of an active problem solving approach in 
emotional situations be maladaptive for Asian Indian children? Two factors should be 
considered prior to drawing such a conclusion. First, when determining adaptiveness, a 
given behavior should be placed in the broader cultural context, as what is considered 
maladaptive in one culture might be quite adaptive in another. Asian Indian culture is 
considered a collectivist culture, in which goals of one’s social group take precedence 
over personal needs and desires (Triandis, 1995). Cross-cultural theorists have proposed 
that the self in collectivist cultures is interdependent, and is defined in relation to others 
and the surrounding social context (Markus & Kitayama, 1991; 1994). Thus, in a 
collectivist culture, if social context is central to how one defines oneself, it is reasonable 
to expect that one would attempt to align one’s own reactions to fit the context rather than 
attempting to change the context. Moreover, the notion of changing oneself to adjust to 
the context is also found in one school of Hindu philosophy, namely the Yoga philosophy 
(Pandit, 2001). This philosophy contends that one does not have control over the extemal 
circumstances, but one can control aspects related to oneself. Thus, this philosophy 
prescribes that one should learn to cultivate one’s body and mind to adjust to the extemal 
circumstances. In fact, learning to cultivate one’s body and mind to adjust to the
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surroundings is considered one of the important steps that eventually leads to the ultimate 
goal of human existence, self-refinement (Pandit, 2001). In contrast, in individualistic 
cultures such as North America, where personal needs take priority and social context is 
not so important in defining oneself, it is reasonable to expect that one would attempt to 
change the context.
A second factor conceming Asian Indian mothers’ reference to acceptance and 
accommodation relates to the interpretation of statistical measures of central tendency. 
Although Asian Indian mothers more commonly cited acceptance of the situation as a 
desirable behavior in reference to their children’s anger or sadness, communication of the 
emotion was not completely absent from their responses; it was relatively less common. 
Similarly, although Asian Indian mothers reported using an explanation-oriented 
approach to a greater extent than a solution-focused approach in response to their 
children’s anger or sadness, the latter was not completely absent from their responses. It 
may be that for Asian Indians, in some emotionally arousing situations, acceptance of the 
situation would be desirable, while in others, an attempt to change the situation would be 
appropriate. In other words, the aspects of a given emotion-arousing situation may 
determine what constitutes an appropriate behavior. For instance, the status of the person 
one is interacting with may be important. Given the hierarchical structure of Indian 
society, it can be argued that when interacting with someone who has a higher status than 
oneself (e.g., older than oneself), it would be appropriate to accept and accommodate 
rather than resolve the situation. In contrast, when interacting with someone who has a 
lower or equivalent status as oneself (e.g., younger than oneself or the same age), it may 
be appropriate to try to change the situation. In fact, Asian Indian mothers in Raval and
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Martini’s (2003) study considered their children’s expressions of anger, sadness, and pain 
as less acceptable in their own presence and in the presence of the child’s father than with 
a peer. Further research is needed to determine aspects of the emotion-arousing situation 
that may be relevant for Asian Indians in deciding what should be the appropriate 
behavior.
In the present study, both mothers and their children endorsed differential 
acceptance of emotions versus physical pain. All children considered others to be less 
accepting of their displays of anger or sadness than physical pain. This finding is 
consistent with Raval and Martini’s (2004) study, which revealed identical results. The 
results of the present study also showed consistency between children’s beliefs and their 
behaviors. All children except those in the extemalizing group in the present study, as 
well as Asian Indian children in Raval and Martini’s (2004) study reported controlling 
anger and sadness more than physical pain. In contrast, Zeman and Garber’s (1996) study 
showed that although North American children perceived others to be less accepting of 
their displays of anger or sadness than physical pain, their reported control of felt 
emotion did not differ across anger, sadness, and pain. Based on the congmence in 
findings between Asian Indian children’s beliefs about acceptability and their regulatory 
decisions, Raval and Martini speculated as to whether Asian Indian children’s beliefs 
about acceptability guide their decisions to express or control felt emotion. They argued 
that if a given emotional expression is less acceptable to others (in the child’s 
perception), the child would be less inclined to express that feeling, and more likely to 
control it. In this way, these beliefs about acceptability may moderate the relationship 
between what the child feels in a given situation, and whether and how they express their
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feeling (Saami, 1985). Cross-cultural literature suggests that in Eastern collectivist 
cultures, consideration of how others would perceive and evaluate one’s behavior is more 
important than self-perception in guiding social behavior (Triandis, 1995). In contrast, in 
Westem individualistic cultures, personal needs are prioritized in decisions about social 
behaviors. Thus, it seems that the set of beliefs about how acceptable emotional displays 
are to others might be more important in guiding regulatory decisions in Asian Indian 
than North American children (Raval & Martini, 2004).
In addition to their decisions conceming whether to express or control felt 
emotion, children in the present study differed in the manner in which they reported 
expressing anger or sadness versus physical pain. All children reported using direct 
verbal expression in response to physical pain more than anger or sadness. Those in the 
internalizing and control groups reported using facial expressions in response to physical 
pain more than anger or sadness, and those in the control group reported using indirect 
verbal expression in response to anger and sadness more than physical pain. Overall, 
these findings are consistent with those from Raval and Martini’s (2004) study, which 
showed that direct verbal expression and facial expression were cited as most common 
methods of expressing physical pain in Asian Indian children, while facial expressions 
and withdrawal responses were most common methods of expressing anger and sadness. 
These findings suggest that Asian Indian children are not only less likely to express anger 
or sadness than physical pain, but when they decide to express anger or sadness, they are 
more likely to employ indirect means of expression (at least those in the control group in 
the present study). Taken together, these findings suggest differential regulation of
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physical pain versus anger and sadness in Asian Indian culture, which could be 
understood within the context of differential acceptability of such feelings in this culture.
Overall, the discussion thus far suggests that Asian Indian children’s beliefs 
conceming acceptability of their emotional displays may guide their regulatory 
behaviors. In the present study, the methodological design did not allow the investigation 
of a causal relationship between beliefs and behavior. However, investigating the link 
between children’s beliefs and their emotionally expressive behavior is an important area 
for future research. Surprisingly, although developmentalists (i.e., Saami, 1985) have 
described the significance of children’s beliefs or expectancies in guiding their 
emotionally expressive behavior, few studies have examined the link between these two 
variables even within North American populations. Given the potential significance of 
children’s beliefs about acceptability for their regulatory behaviors in Eastern cultures, 
the examination of the relationship between these two variables seems particularly 
relevant for Asian Indian children.
Differentiation between Anger and Sadness
In addition to differential beliefs and behaviors conceming psychological and 
physical manifestations, Asian Indian mothers and their children in the present sample 
differentiated among various psychological manifestations. Mothers considered their 
children’s anger as less legitimate and acceptable than sadness, and reported feeling more 
anger /frustration and less sympathy in response to their children’s displays of anger than 
sadness or pain. This finding conceming Asian Indian mothers’ emotions is consistent 
with the results of some North American studies (e.g., Averil, 1982; Jenkins & Ball,
2002): The most common emotion reported by adults and children in response to
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someone’s anger was irritability and mild anger. Moreover, aggressive behaviors were 
most likely to be elicited in people by someone’s anger, and prosocial behaviors such as 
comforting were least likely to be elicited.
The finding that Asian Indian mothers respond with more anger and less 
sympathy to their children’s displays of anger may also be interpreted within the context 
of Hindu folk theories conceming emotions. In Hindu folk theories, anger is considered 
an uncivilizing emotion, and a goal of socialization is to experience emotions in the most 
civilized manner possible (Menon, 2000). Thus, by experiencing more anger and less 
sympathy, Asian Indian mothers may be attempting to disapprove of their children’s 
angry displays. However, there is an apparent discrepancy in this argument; if anger is an 
uncivilizing emotion for Hindu Indians and the goal is to experience emotions in a 
civilizing manner, why do Indian mothers report feeling angry themselves? It may be that 
Indian mothers experience anger in response to their children’s display of anger but do 
not express it. In the present study, mothers were asked to report on how they felt in 
response to their children’s emotional displays, but not asked whether they would express 
felt emotion. North American studies have shown that family expressiveness is a 
significant variable influencing both children’s emotion regulation and behavior 
problems. Mothers’ expression of their own emotions may influence children’s emotion 
regulation through modeling and observational learning. Children may learn how to 
regulate their own emotions from observing how mothers manage their own emotions, 
and how they justify the regulation of their displays (Eisenberg et al., 1998). Future 
research should examine how Asian Indian mothers feel in response to their children's 
emotions as well as whether and how they express felt emotion.
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■ Consistent with mothers’ report that they feel more sympathy in response to their 
children’s sadness than anger, Asian Indian children report expecting more interpersonal 
support in response to their expressions of sadness and pain than anger. This finding is 
somewhat consistent with the North American literature. North American children 
reported expecting interpersonal support most commonly in response to their expressions 
sadness and physical pain (Zeman & Shipman, 1996; Zeman et al., 2001). However, they 
reported expecting instrumental assistance more commonly in response to their 
expressions of anger (Zeman & Garber, 1996). Seeking instrumental assistance and 
emotional support are considered aspects of constructive coping with negative emotions 
for North American children (Eisenberg et al., 1995). It seems that Asian Indian children 
expect relatively more instrumental assistance and interpersonal support in response to 
displays of physical pain, and more interpersonal support in response to their expressions 
of sadness than anger. In response to their expressions of anger, these children do not 
expect to receive much instrumental help or interpersonal support. This finding suggests 
that by providing less instrumental and emotional support to their children’s anger, Asian 
Indian parents may be attempting to discourage children’s displays of anger. This finding 
further supports the differentiation between anger and sadness, and less acceptance of 
anger in Asian Indian culture.
Culturally Shared Patterns: A Developmental Niche Framework
The discussion thus far suggests consistency between Asian Indian mothers’ 
beliefs and their behaviors in response to their children’s emotions and physical states, 
between children’s beliefs and behaviors, and between matemal and child variables. 
Moreover, both matemal and child beliefs and behaviors are consistent with the broader
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cultural worldview about the differential acceptability of anger, sadness, and physical 
pain. What processes account for such a remarkable consistency across broader cultural 
views, matemal cognitions and behaviors, and child variables? According to the 
developmental niche framework, the three subsystems mediate the child’s development 
within the larger cultural context (Super & Harkness, 1986). The three subsystems are:
(a) the physical and social setting in which the child lives, (b) customs of child care, and 
(c) psychology of the caretakers. Regularities across subsystems, as well as continuity 
from one developmental stage to the next serve as resources from which the child 
abstracts social, emotional, and cognitive mles of a culture. This process of the 
acquisition of cultural rules is thought to be in many ways similar to the ways in which 
mles of grammar are abstracted from the regularities of the speech environment (Super & 
Harkness, 1986).
The present study did not formally examine aspects related to the first subsystem, 
the physical and social setting. However, the following observations are noteworthy. All 
children in the present sample were residing in a middle-class urban community in India, 
with no sociodemographic differences across groups. Thus, most children came from 
families that followed Hinduism, were from upper to middle caste, and lived with 
extended family. On average, both parents had completed at least secondary school 
education, with mothers as homemakers and fathers most commonly employed in 
clerical/technical work or owning a small business. A typical residential unit for nuclear 
families was an apartment or a small house, while those living with extended families 
lived in relatively large living quarters. This physical and social setting likely structured 
more specific everyday situations that elicited feelings of anger, sadness, and pain in
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these children, as well as their emotional response to such situations. The physical and 
social setting may have also structured matemal behavior and their cognitions in response 
to children’s emotions. For instance, factors such as middle-class status (limited financial 
resources), along with family type (the need to distribute income across members of 
extended family), likely contributed to the common occurrence of situations in which 
children were denied their way (e.g., a desired object). These situations were frequently 
cited as eliciting anger or sadness in children in the present sample. Mothers commonly 
responded to their children’s anger or sadness with an explanation-oriented response, 
with the goal of helping them accept and adjust to the situation (e.g., that the parent can 
not afford to buy the desired object). In this way the second subsystem of the 
developmental niche — child-rearing customs and behaviors — was aligned with the 
realities of the physical and social setting. The belief that the child should accept and 
adjust to the situation — a part of the third subsystem, the psychology of caretakers — 
likely influenced how mothers reported responding to the child. In this way, there was 
continuity across the three subsystems.
Children acquire their beliefs conceming emotions from their everyday 
transactions with their social world, particularly from the regularities in the three 
subsystems that form their developmental niche. Across situations and over time, 
children intemalize these beliefs. Once formed, these beliefs guide how children behave 
in situations that elicit emotions. Although this process explains how parental beliefs are 
incorporated into child’s belief system and, in tum, may influence child’s behavior, it 
doesn’t explain the origin of parental beliefs. Where do they come form? Within the 
developmental niche framework, parental beliefs and their socialization practices
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represent culturally shared systems of belief and customs of childcare (Super &
Harkness, 1986). The results of the present study are consistent with this proposition, as 
they show similarities between matemal beliefs and broader cultural worldviews.
The notion that Asian Indian mothers’ and children’s beliefs about differential 
acceptability may represent broader cultural beliefs raise two important questions. First, 
how are cultural beliefs about acceptability of various feelings formed, and secondly, 
once formed, how do these culture-wide beliefs impact on the beliefs of the individual 
members of that culture? With respect to the first question, it is important to note that 
although culture is typically defined as a homogeneous entity, it is actually very 
heterogeneous (Lightfoot & Valsiner, 1992). It entails a variety of folk theories and 
cultural models, and various ways in which those models are incorporated in the social 
and physical environment. Cultural beliefs are constmcted fi-om a variety of sources 
including religion, philosophy, historical knowledge (derived fi"om reflections on the past 
of a cultural group’s ancestors), formal and informal sources of advice, as well as media, 
and effects of modernization and globalization (Harkness & Super, 1992). A predominant 
religion in India is Hinduism, which represents a diverse group of philosophies, including 
Vedanta, Sankhya, Yoga, and others’ (Pandit, 2001). A historical review suggests that 
over the centuries, India has been attacked by invaders fi'om a numerous cultural groups 
including the Arabs, the Dutch, the Portuguese, the French, and finally the British who 
ruled between 1756 and 1947 (Vohra, 1997). The interactions with these various cultures 
over the centuries may have provided alternate cultural models that were likely
' The various schools of Hindu philosophies differ on a number of grounds, such as the distinction between 
individual soul and the universe (e.g., various combinations of dualism and monism), prescribed path to 
attain salvation (e.g., ritualism and religious practices, spiritual knowledge), as well as the emergence of 
these philosophies in the evolution of Hinduism.
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incorporated in the Indian culture. More recently, both electronic and audiovisual media 
have been very influential, especially among the urban middle-class population in India.
In sum, beliefs shared by members of Indian culture likely come from a variety of the 
aforementioned sources.
With respect to the second question conceming how culture-wide beliefs impact 
on the individual’s beliefs, Lightfoot and Valsiner (1992) contend that culture wide 
beliefs are not copied directly by individual members of the culture. Instead, cultural 
beliefs serve as resources from which individuals constmct their own personal belief 
stmctures. Thus, individual members of a culture vary in terms of which resources they 
utilize, and how they integrate information gathered from various sources. Also, because 
cultural beliefs are not homogeneous and come from a variety of sources, an individual’s 
personal belief system reflects this variability. In sum, the common patterns of beliefs 
and behaviors of mothers and children in the present study likely reflect, to a certain 
extent, culture-wide patterns.
Group Differences in Patterns o f Maternal Socialization and Child Emotion
Regulation 
Externalizing and Internalizing Groups
Mothers in the internalizing and extemalizing groups commonly perceived all of 
their children’s behaviors as acceptable when they experienced anger or sadness. The 
content of these mothers’ responses indicated that these mothers perceived whatever the 
child did as appropriate/ acceptable, either because the child was perceived as immature, 
or because these mothers did not distinguish between the experience and expression of 
emotion. For instance, one mother’s explanation in reference to why she considered all of
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her child’s expressions acceptable was the following; “If the child is angry, he is going to 
cry or hit the other child. What else can he do?” This response suggests that this mother 
may not be distinguishing between the experience and expression of anger, or may 
perceive the child as incapable of controlling the expression. In either case, she perceives 
her child’s expression (hitting or crying) as acceptable because she likely does not 
perceive any other alternative. This explanation makes sense given the finding that 
mothers in extemalizing and intemahzing groups considered their children’s expressions 
of anger or sadness as less controllable than mothers in the control group. Moreover, 
children in both of these groups also made reference to their inability to control their 
expressions of anger or sadness to a greater extent than children in the control group. 
Interestingly however, mothers in the extemalizing and intemahzing groups did not 
attribute their children’s inability to control expressions of anger and sadness to their 
immaturity any more than mothers in the control group. The present study did not explore 
mothers’ perceptions conceming additional reasons for their children’s inability to 
control anger or sadness. Exploring such reasons in future research would be helpful in 
advancing our imderstanding conceming folk theories of emotion dysregulation in Indian 
culture.
Even though mothers in the extemahzing and intemahzing groups perceived their 
children as less capable of controlling their expressions of anger and sadness, and 
commonly perceived all of their children’s displays as acceptable, they reported feeling 
anger /frustration in response to their children’s displays to a greater extent than mothers 
in the control group. According to North American theorists (e.g., Stein & Trabasso, 
1992), anger is an emotion that is usually elicited by focusing one’s attention onto an
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agent or circumstances that are perceived to be responsible for causing anger. When a 
mother reports feeling angry in response to her child’s anger, there may be several 
reasons for her feeling that way. One possibility is that she may be mirroring her child’s 
emotion and feeling angry with the child at the source of child’s anger. A second 
possibility is that she may be feeling angry at the child for acting in an angry/ aggressive 
manner or for noncompliance. A third possibility is that she may be feeling angry at 
herself for not being able to provide what the child needs or for not being able to help the 
child in regulating his/her anger. The quantitative data in the present study did not 
capture the reasoning underlying mothers’ feelings. However, the qualitative data 
included mothers’ feelings as well as their justifications for their feelings, which provide 
a richer understanding of how mothers feel in response to their children’s feelings.
The qualitative findings were consistent with the quantitative findings such that 
mothers in the internalizing and extemalizing groups reported anger as one of the two 
primary feelings in response to their children’s displays of anger and sadness. With 
respect to children’s expressions of anger, mothers in the extemalizing and intemahzing 
groups reported feeling angry but did not specify any conditions under which they would 
feel anger, nor did they provide any justification for their anger. In contrast, with respect 
to children’s expressions of sadness, mothers in these two groups reported feeling angry 
due to child’s noncompliance or their lack of understanding (e.g., “ I would feel angry 
because I am trying to make him understand that he can’t have the toy, and he is not 
understanding.”). Nonetheless, in response to children’s displays of both anger and 
sadness, mothers’ feelings of anger were directed towards the child.
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In addition to feeling anger, mothers in the extemalizing and intemahzing groups 
reported feeling anxiety /restlessness in response to their children’s displays of anger and 
sadness to a greater extent than mothers in the somatic complaints and control groups.
The qualitative fmdings also revealed a group of feelings -  worry, dukh, and guilt -  
consistent with anxiety /restlessness reported in the quantitative measure. Mothers’ 
justifications conceming this group of feelings included child noncompliance or lack of 
understanding, a concem about child’s overall well-being, perceived inability to give the 
child what he /she was demanding, or perceived ineffectiveness as a parent. These 
justifications likely reflect mothers’ cognitive appraisals and subsequent interpretations 
of the situation, which may guide how they feel. Interestingly, their appraisals reflect 
either incompetence of the child or inadequacies in themselves. This finding is an 
important one, as according to some theorists (e.g., Reddy & Hanna, 1998), personal 
inadequacies are of particular significance to Asian Indian women. Among other factors, 
a fear of making mistakes and social disapproval are thought to guide social behavior for 
Indian women (Reddy & Hanna, 1998). Thus, it is not surprising that cognitions 
involving personal inadequacies elicit intense emotions such as anxiety, Dukh, and guilt 
in these women. A bulk of the descriptive literature conceming Asian Indian women 
indicates that these women define themselves in the context of various family roles they 
perform, particularly those of a wife, a mother, and a daughter-in-law (Kakar, 1978; 
Guzder & Krishna, 1991; Reddy & Hanna, 1998). This description suggests that a 
matemal role is a central aspect of the sense of self for these women, and thus, perceived 
inadequacies in the parenting domain may be particularly anxiety-provoking for them. 
Moreover, incompetence or inadequacy in the child may be perceived as a failure in
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effective parenting and, in tum, incompetence in themselves. In this way, cognitions 
concerning incompetence may lead to distressing emotions for these mothers.
. The North American literature suggests that parents who become emotionally 
distressed in response to their children’s emotional displays are more prone to viewing 
their children’s emotions in a negative light, and in tum, respond punitively or by 
minimizing the value of the child’s emotion. Consistent with this line of reasoning, 
mothers in the extemahzing and intemalizing groups reported minimizing the 
significance of their children’s anger and sadness, and using punitive responses to their 
children’s displays of anger and sadness more than mothers in the control group. Fabes et 
al. (2001) found that within a North American sample, parental distress moderated the 
relationship between parental responses and children’s display of anger; matemal 
punitive and minimizing responses were inversely related to the proportion of anger 
displayed by their children, only under the condition of high parental distress. Previous 
research with Asian Indian mothers showed that their punitive responses and those that 
conveyed that the child’s expression was unacceptable were inversely related to their 
children’s decisions to express anger (Raval & Martini, 2003). Moreover, matemal 
minimizing responses to their children’s displays of sadness were inversely related to 
children’s decisions to express sadness. In light of these findings, future research should 
further examine the relationship among Asian Indian mothers’ feelings, behaviors, and 
child outcomes.
Consistent with the quantitative findings, results of qualitative data indicated that 
mothers in the extemalizing and intemalizing groups commonly reported using scolding 
and spanking in response to their children’s anger. The child data support this finding, as
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children in the intemalizing group reported avoidance of spanking as a reason to control 
anger, sadness, and pain more than children in the control group. Within the North 
American literature, parental spanking as a disciplinary technique has been linked with 
negative child outcomes (Cummings et al., 2000). When parents use physical force or 
threats, children may temporarily and overtly comply with parental commands likely 
motivated by the fear for their own well-being. However, they may have difficulty 
accepting and intemalizing the message that the parents may be trying to convey 
(Cummings et al., 2000). For instance, when a parent uses spanking in response to a 
child’s expression of anger through aggressive means, the parent may be attempting to 
convey the message that the child’s behavior is unacceptable. The arousal of fear in the 
child may interfere with their attempts to cognitively understand the situation and its 
consequences. Also concem for their own well-being may divert children’s attention 
away from the situation and towards themselves. In the long run, parents continued use of 
physical force may lead to accumulated hostility in children, and they may direct hostility 
towards less powerful scapegoats, such as peers (Gmsec & Goodnow, 1994). Although 
parental use of spanking as a common disciplinary technique with school age children in 
India has been reported (Pai, 1998), there has been no systematic research examining the 
implications of parental disciplinary techniques for Indian children. The finding that 
spanking was reported more frequently by mothers of symptomatic than asymptomatic 
children in the present study, indicates that it may have negative imphcations for Asian 
Indian children when used more frequently.
In addition to mothers’ behavioral responses, the qualitative findings also 
included their justifications for responding in a particular way. The examination of
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mothers’ justifications for their responses to their children’s anger in internalizing and 
externalizing groups indicates possible discordance between maternal beliefs and 
behaviors. For instance, with respect to their responses to their children’s displays of 
anger, mothers in these groups cited importance of not being angry (e.g., “you have to 
explain to the child with patience and love. If you get angry in response to the child’s 
anger, he will be more angry”) as a common justification. Interestingly, both quantitative 
and qualitative findings concerning maternal emotions indicate that these mothers report 
feeling angry, and using minimizing and punitive responses in response to their 
children’s displays of anger. These fmdings suggest that both their emotional and 
behavioral responses concerning their children’s anger may be discordant with their 
beliefs. Alternatively, it is possible that mothers who reported that it is important to not 
get angry endorsed relatively low intensity of anger compared to the remaining mothers 
in the internalizing and externalizing groups (these remaining mothers may have 
contributed to relatively high mean intensity of anger in these two groups).
With respect to children’s sadness, the behavioral responses of mothers in the 
externalizing and the internalizing groups do not show consistency across the qualitative 
and quantitative data. Contrary to the quantitative fmdings that indicated punitive and 
minimizing responses, mothers in the internalizing and externalizing groups reported 
cajoling in response to their children’s displays of sadness. This discrepancy between 
quantitative and qualitative findings may indicate inconsistency in mother’s report across 
two measurement formats. Alternatively, this discrepancy may indicate that mothers in 
the intemalizing and externalizing groups use an inconsistent set of responses that 
includes both supportive (cajoling) and nonsupportive (punitive and minimizing)
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responses. An examination of descriptive statistics concerning quantitative data supports 
this second proposal. Mean ratings of mothers in the intemalizing and extemalizing 
groups show that these mothers rated both nonsupportive responses (i.e., minimizing) as 
well as supportive responses (i.e., physical and verbal comforting) equally highly within 
the same measure.
Interestingly, the justifications provided by mothers in the intemalizing and 
extemalizing groups with respect to their responses to their children’s sadness show 
consistency with their behavioral responses that are supportive. These mothers cited 
children’s immature and fragile nature as the most common justification for their 
behavioral responses to their children’s displays of sadness. The content of mothers’ 
responses indicated that mothers felt a need to he lenient with their children because of 
their immature and /or fragile nature (e.g., “he is still very young, and will understand 
with time. I should not be strict with him,” “children are like flowers, so you have to be 
very gentle with them”). This justification is consistent with mothers’ use of cajoling or 
coaxing in response to their children’s sadness. The quantitative findings conceming 
matemal beliefs revealed that mothers in the intemalizing and extemalizing groups did 
not consider their children’s expressions of anger or sadness more acceptable due to their 
immaturity. However, it seems that these mothers believe that they should respond more 
leniently to their children’s display of sadness due to their immaturity. Perhaps this 
perception and subsequent matemal response of cajoling /coaxing may have implications 
for children in the intemalizing and extemalizing groups. It may be that matemal cajoling 
/coaxing may serve as a positive reinforcement, and contribute to their children 
continuing to display sadness.
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Overall, mothers in the externalizing and intemalizing groups show 
inconsistencies among their beliefs, feelings, and behaviors conceming their children’s 
emotions. With respect to anger, they show discordance between their beliefs and 
behavior, as well as between their beliefs and feelings. With respect to sadness, they 
report using an inconsistent set of behaviors that involves both supportive and 
nonsupportive responses. How does this discrepancy in matemal socialization variables 
impact children in these two groups? It may be that discrepancy in mothers’ beliefs, 
feelings, and behaviors conveys a mixed message to their children. For instance, with 
respect to anger, mothers’ beliefs convey that all of their children’s expressions of anger 
are acceptable. In contrast, mothers’ feelings of anger /frustration, along with punitive 
and minimizing responses conveys the opposite message; anger is not acceptable. 
According to the developmental niche framework, children abstract rales of how to 
behave in emotional situations from regularities in the three subsystems — the physical 
and social setting, customs of childcare, and psychology of caretakers (Super &
Harkness, 1986). When children receive mixed messages from the three subsystems, they 
are likely confused and unclear about the cultural rales of appropriateness. Because they 
may lack the knowledge about display rales, they may not adaptively regulate felt 
emotion. In fact, the child data support this proposition.
Children in intemalizing and extemalizing groups did not differ from the control 
group with respect to the intensity of their felt anger or sadness. However, as anticipated, 
children in the extemalizing group reported controlling anger less than children in the 
control group, and those in the intemalizing group reported controlling sadness less than 
children in the control group, indicating differences in the amount of regulation. The
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results also revealed that children in the extemalizing group reported inability to control 
as a reason for expressing anger more than children in the control group, while those in 
the intemalizing group reported inability to control as a reason for expressing sadness and 
pain more than children in the control group. These findings are consistent with mother 
data, which indicate that mothers in extemahzing and intemalizing groups considered 
their children’s expressions of anger and sadness as less controllable than mothers in the 
control group. Taken together, these fmdings suggest that Asian Indian children who 
present with intemalizing and extemalizing problems also present with difficulties in 
effectively controlling their expression of felt emotion. In other words, difficulties with 
emotion regulation are likely related to behavior problems in Asian Indian children.
The North American literature conceming emotion regulation and 
psychopathology has proposed links between both general styles of regulation and 
psychopathology, as well as between specific emotions (an aspect of emotionality) and 
different types of psychopathology. The findings of the North American studies have 
been mixed, and the literature does not clearly support either link (Eisenberg et al.,
2001a; Eisenberg et al., 2000; Keltner, Moffit, & Stouthamer-Loeber, 1995; Rothbart & 
Bates, 1998). To capture the complexity of findings, Eisenberg and Fabes (1992) 
integrated these two lines of theorizing, and proposed that both type of emotion and 
general style of regulation individually and jointly predict psychopathology. With respect 
to the amount of regulation, the results of the present study support this integrated line of 
theorizing: Asian Indian children who present with intemalizing problems display an 
undercontrolled style of regulation with respect to sadness, while those who present with 
extemalizing problems display an imdercontrolled style of regulation with anger. Asian
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Indian children’s reasoning conceming their expressions partially supports the specificity 
of emotions in psychopathology: Those who present with extemalizing problems report 
inability to control anger, while those who present with intemalizing problems report 
inability to control sadness and pain. However, when these children’s methods of 
expression are taken into account, the link between anger and extemalizing problems and 
the one between sadness and intemalizing problems is less clear. The results revealed that 
children in the intemaUzing group reported crying as a method of expressing both anger 
and sadness more than all other groups, while children in the extemalizing group reported 
aggressive behaviors in response to anger and sadness more than all other groups.
The findings conceming method of expression in extemalizing and intemalizing 
groups are somewhat consistent with the findings from North American studies. For 
example, Garber, Braafladt, and Zeman (1991) found that depressed North American 
children reported withdrawing in response to sadness and becoming aggressive in 
response to anger. Moreover, Eisenberg et al. (1995) found that nonconstructive coping 
methods (i.e., aggression and venting) predicted extemalizing/conduct problems in 
school-age children both concurrently and prospectively. Thus it seems that like the 
North American children, affective responses (i.e., crying) and aggressive behaviors are 
associated with maladaptive outcomes (intemalizing and extemalizing problems) for 
Asian Indian children.
The Somatic Complaints Group
Both mothers and children in the somatic complaints group showed distinct 
patterns of socialization and regulation, respectively than those in extemalizing and 
intemalizing groups. Much like mothers in the extemalizing and intemalizing groups.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 144
those in the somatic complaints group take an extreme position in evaluating the 
acceptability of their children’s behaviors when they experience anger or sadness. 
Interestingly however, they endorse an opposite extreme: these mothers frequently 
considered none of their children’s behaviors as acceptable when children experienced 
anger or sadness. These mothers’ explanations indicated that they believed that the child 
should not be angry or sad. It may be that these mothers believe that the child should not 
feel anger or sadness. Alternatively, these mothers may not distinguish between the 
experience and expression of anger or sadness. The beliefs conceming appropriate 
behaviors of both groups of mothers -- those in intemalizing and extemalizing groups 
who perceive all expressions as appropriate, and those in somatic complaints group who 
perceive no expressions as appropriate— seem extreme and likely distorted compared to 
mothers in the control group. Regardless of their reasoning, mothers in the symptomatic 
groups do not make any reference to modulation of the expression of anger or sadness in 
culturally appropriate ways, perhaps because they may not perceive this as an altemative.
Consistent with their belief that no behaviors are appropriate when the child is 
feeling angry or sad, mothers in the somatic complaints group reported feeling more 
anger /frustration, more embarrassment, more disappointment, and less sympathy in 
response to their children’s displays of anger, sadness, and pain than mothers in control 
group. These quantitative fmdings are consistent with the qualitative fmdings, which 
show that mothers in the somatic complaints group do not cite sympathy as a common 
category in response to their children’s anger or sadness. This finding of relatively low 
sympathy reported by mothers in the somatic complaints group has important 
implications. North American literature has consistently shown that parental warmth
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/empathy is related to positive child outcomes (Dix, 1991; Eisenberg et al., 2001b), and is 
considered an important protective factor for North American children (Luthar, Cicchetti, 
& Becker, 2000). Conversely, lack of parental warmth is linked to negative child 
outcomes, including the occurrence of behavior and emotional problems (Eisenberg et al., 
2001b). Dix (1991) has proposed that parental emotions, including warmth, are central to 
effective parenting, as they organize how parents respond to their children. Following 
Dix, it can be argued that if mothers in the somatic complaints group in the present study 
do not feel particularly sympathetic to their children’s displays of anger, sadness, or pain, 
they may be less inclined to respond in ways that are supportive of the child’s expression. 
In fact, the results of both quantitative and qualitative findings support this proposition: 
Mothers in the somatic complaints group reported minimizing the significance of the 
child’s anger or sadness, and reported responding punitively (including spanking and 
scolding) to their children’s anger and sadness more than mothers in the control group. 
Taken together, these findings suggest that maternal warmth /sympathy plays an 
important role for Asian Indian children: It may guide matemal behavioral responses to 
their children’s emotional displays. Moreover, low matemal sympathy is related to the 
child’s symptomatic status, while high matemal sympathy is linked to the child’s 
asymptomatic status. Further research is needed to explore the role of matemal warmth in 
child outcomes for Asian Indian children.
The low matemal sympathy in the somatic complaints group was consistent with 
their beliefs and behavioral responses. In fact, these mothers differed from those in the 
intemalizing and extemalizing groups with respect to the consistency they showed across 
their beliefs, feelings, and behaviors. Their beliefs, feelings, and behaviors conveyed a
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 146
unitary message to their children: Anger and sadness are not acceptable. Surprisingly, 
their children did not differ from the control group in the amount of control they reported 
exerting with respect to anger or sadness. Moreover, contrary to the expectation, children 
in the somatic complaints group did not differ from those in the control group with 
respect to their reported use of withdrawal as a method of expressing anger or sadness. 
However, children in this group reported using withdrawal as a method of controlling 
anger, sadness, and pain more than children in the control group.
The use of withdrawal as both a method of expression and a method of control 
seems counterintuitive, and requires some discussion. It seems that the distinction 
between whether withdrawal is used as a method of expression or means of control is 
based on the child’s intention for engaging in such behavior. For instance, a child could 
be sitting in a comer and refusing to talk in order to convey (i.e., express) to others that 
she is feeling sad or angry. Altematively, the child could be engaging in the same 
behavior in order to prevent herself from engaging in unregulated or intense display of 
anger or sadness (i.e., controlling the likelihood of crying or acting aggressively). Used in 
this way, withdrawal is a method to control felt emotion, though it may not be an 
adaptive method or coping mechanism. Children in the somatic complaints group likely 
use withdrawal to control what may otherwise be an unregulated or intense display of 
anger or sadness. This explanation conceming the use of withdrawal to control intense 
displays seems plausible, given the fmdings conceming intensity of felt emotion and 
amount of regulation. Children in the somatic complaints group did not report feeling 
anger, sadness, or pain with lower intensity than the other groups. Thus, if they 
experience feelings at the same level of intensity as the other groups, their expressions
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would also be of similar intensity unless they utilize some means of controlling those 
expressions. The results conceming amount of regulation indicate that children in the 
somatic complaints group reported controlling anger and sadness more than children in 
intemalizing and extemalizing groups, but not the control group. Thus, unlike those in 
the intemalizing and extemalizing groups, children in the somatic complaints group did 
not report displaying unregulated or intense affect. They reported displaying anger and 
sadness with similar intensity as the control group but differed from the control group 
with respect to the manner in which they controlled their displays.
Much like their mothers, children in this group were more likely to minimize the 
significance of the situation when justifying why they would control anger, sadness, or 
pain than the control group. Minimizing the significance of a situation is a cognitive 
strategy that involves reappraising the situation that caused the feeling, concluding that 
the situation is insignificant (e.g., “It doesn’t matter,” “I am not really all that angry”), 
and, in tum, deciding not to express the feeling. Particularly with sadness, these children 
seem to use another cognitive strategy that involves evaluating the usefulness of 
expressing the feeling, concluding that the expression is not going to serve any purpose 
(e.g., “Showing how sad I am is not going to change anything”), and, in tum, deciding 
not to express the feeling. The use of both justifications — minimizing significance and 
futility of expression- involves cognitive reevaluation and reframing. However, it is 
unclear whether cognitive reappraisal and reframing impact on the experience of emotion 
and reduce the intensity of felt emotion, or whether these strategies only influence the 
expression of felt emotion. In the present sample, neither the intensity of felt emotion nor 
the amount of regulation differed between children in the somatic complaints and control
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groups. However, the present study did not examine whether there was any change in the 
intensity of felt emotion subsequent to children’s reported use of cognitive strategies. 
Future research should examine the impact of these cognitive strategies on various 
emotion regulation outcomes, including the intensity of felt emotion and of expression.
The examination of whether cognitive strategies target the experience or the 
expression of emotion is important due to its implications for physical health. For 
example, if cognitive strategies are used to regulate the experience of emotion and, in 
tum, reduce the intensity of felt emotion, there may be fewer implications for physical 
health. However, if cognitive strategies are used to control the expression of emotion and, 
in tum, reduce the intensity of the expression but not the experience, physical health may 
suffer, as suppression of negative emotions is associated with lowered immune system 
activity, and increased susceptibility to disease (Salovey et al., 2000). In the present 
sample, it is unclear whether emotion regulation had implications for children who 
presented with somatic complaints (i.e., whether children in the somatic complaints group 
used cognitive strategies to inhibit the expressions of anger and sadness, causing 
increased susceptibihty to disease through immune system functioning which, in tum, led 
to greater somatic complaints in this group than the other groups). The methodological 
design of the present study did not allow the investigation of a causal relationship 
between children’s style of emotion regulation and physical symptoms. Moreover, the 
present study did not include a measure of immune system activity. However, 
investigating the links among children’s style of emotion regulation, immune system 
activity, and physical health is an important area for future research. Surprisingly, 
although the role of immune system activity has been posited in the relation between
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emotion regulation and physical problems, few studies have examined the links among 
these three variables even within North American populations.
The Control Group
Both mothers and children in the control group showed distinct patterns of 
socialization and regulation, respectively compared to those in the symptomatic groups.
In contrast to mothers in the symptomatic groups, those in the control group seemed to 
take a more moderate position in evaluating the acceptability of their children’s 
expressions of anger or sadness. They commonly reported that when their children 
expressed anger or sadness calmly, those expressions were appropriate. In response to 
their children’s anger, mothers in this group reported feeling sympathy (if child’s anger 
was justifiable), or anger (if child’s anger was not justifiable). In response to their 
children’s sadness, they reported feeling dukh or disappointment (mirroring child’s 
emotion), or sympathy (no conditions specified). Two observations are noteworthy about 
these findings. First, unlike mothers in the intemalizing and extemalizing groups, those in 
the control group specified conditions under which they would feel angry or sympathetic 
in response to their children’s displays of anger. Interestingly, their own feelings of anger 
versus sympathy were not related to the way in which their children expressed anger. In 
other words, whether or not their children expressed anger in an appropriate or 
inappropriate manner was not influential in determining how mothers reported feeling. 
Instead, the perceived cause of the child’s feeling of anger was a guiding force. Thus, if 
the mothers believed that their children had a justifiable cause to feel angry (e.g., the 
child got in trouble at school with no fault of his/her own), they reported feeling 
sympathetic. In contrast, if the mothers believed that their children did not have a
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
P s y c h o p a t h o l o g y  in Asian Indian children 150
justifiable cause to feel angry (e.g., the child was not allowed to go and play until he/she 
finished homework), mothers reported feeling angry. Also, the fact that mothers in the 
control group specified conditions imder which they would feel a particular emotion, and 
that their perception of the cause of their children’s feeling may be guiding their own 
emotion suggests that their beliefs may be guiding how they feel. The relation between 
cognition and emotion is a complex one, and theorists have argued about the primacy of 
each variable in influencing the other (Oatley & Jenkins, 1996). In the present study, the 
methodological design did not allow the investigation of a causal relationship between 
mothers’ beliefs and their emotions. However, an investigation of such a relationship in 
Asian Indian mothers may be useful in future research.
, A second important observation conceming the qualitative findings about mothers 
in the control group is that these mothers reported feeling sympathy in response to their 
children’s displays of both anger and sadness. However, they differed in the conditions 
under which they reported feeling sympathy: In response to their children’s anger, these 
mothers reported feeling sympathetic only if the child’s anger was justified. In contrast, 
in response to their children’s sadness, mothers reported feeling sympathetic without 
specifying any particular conditions. This distinction suggests that asymptomaic Asian 
Indian children’s expressions of sadness are likely to elicit unconditional support from 
their mothers, while with respect to their anger, the likelihood of receiving support would 
depend on their mothers’ perception of the cause of anger. This distinction between the 
child’s anger with and without a justifiable cause is not unique to Asian Indian mothers. 
Lutz (1985) has shown that the Ifaluk, a tribal community of Papua New Guinea, 
distinguished the form of anger that occurred without a justifiable cause from socially
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acceptable anger reactions that were preceded by situations involving intentional harm to 
self or others. In a North American study, Radke-Yarrow and Kochanska (1990) found 
that North American mothers discriminated, and coped differently in response to their 
children’s display of anger with and without a justifiable cause. It seems that mothers in 
different cultures focus on the causes of their children’s feelings of anger, and evaluate 
the justifiability of anger, which in tum, influences how they respond to their children’s 
angry displays.
In response to their children’s displays of all feelings, mothers in the control 
group reported using more emotion-focused responses (verbal and physical comforting) 
than mothers in the somatic complaints group. However, they did not differ from the 
remaining groups with respect to their reported use of problem-focused responses 
(explanation-oriented and solution-oriented). The fmding that matemal problem-focused 
responses did not differ across groups is surprising for the following two reasons. First, 
the literature indicates that North American parents ’ emotion-focused and problem- 
focused responses to their children’s negative affect are linked to positive child 
outcomes, such as enhanced social competence for these children (Denham et al., 1997; 
Eisenberg et al., 1992). Some researchers have argued that as children grow older, 
parents rely less on comforting and adopt a more problem-focused approach. The finding 
that this type of matemal responses did not differ across symptomatic and asymtpomatic 
groups in the present study may indicate that matemal problem-focused responses do not 
have implications for social or emotional competence in Asian Indian children.
A second reason for anticipating group differences in matemal problem-focused 
responses relates to previous research with Asian Indian children. The results from Raval
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and Martini’s (2003) study showed that neither emotion-focused nor problem-focused 
responses were linked to Asian Indian children’s decisions to control anger or sadness. 
Raval and Martini speculated that one reason for the lack of the relationship between 
matemal problem-focused responses and children’s emotion regulation might have been 
related to the way in which problem-focused responses were defined. A problem-focused 
response within the North American literature is defmed as a response that is aimed at 
teaching the child how to resolve the situation that elicited the emotion (Eisenberg et al.,
1998). Informal reports from mothers in Raval and Martini’s study indicated that that 
these mothers were less likely to attempt to resolve the situation and were more likely to 
explain the situation to the child. Thus, in the present study, problem-focused responses 
were further subdivided into explanation-oriented and solution-oriented responses in the 
quantitative measure. Despite this distinction, the results showed that neither explanation- 
oriented nor solution-oriented responses to children’s displays of anger or sadness 
differed across symptomatic and asymptomatic groups. Interestingly, the qualitative 
findings in the present study provide a useful insight, as they suggest further subdividing 
the explanation-oriented responses into specific explanation and vague reference to 
explanation. The qualitative findings showed that mothers in the symptomatic groups 
reported vague reference to explanation as a common response to their children’s 
displays of anger and sadness, whereas mothers in the control group reported providing a 
specific explanation as the most common response, followed by vague explanation. The 
content of matemal responses indicated that a vague reference to explaining the situation 
(e.g., “I would try to explain to him”) did not include any specific content of the 
explanation, even after further questioning from the interviewer. In contrast, specific
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explanation included a specific content to be conveyed to the child (e.g., “I would try to 
explain that following other children would not be beneficial to him,” “I would explain 
that things don’t always happen as per our desires”). This distinction between vague 
versus specific explanation is an important one, particularly given that the frequency of 
each type of explanation differs across groups. Perhaps a specific explanation may be 
more effective in teaching the child appropriate behaviors, in making the child feel better, 
or in ensuring compliance.
Mothers in the control group also reported using disciplinary techniques, though 
milder forms than mothers in symptomatic groups. These included scolding and not 
talking to the child for a brief period. In the North American literature, a parental 
response that involves refusing to talk to the child, also referred to as “the silent 
treatment,” has been associated with negative outcomes for the child (Cummings et al., 
2000). Parental refusal to talk likely conveys their disapproval of the child, and may be 
perceived by the child as parental rejection or love withdrawal. Parental love withdrawal 
is considered a form of psychological control, which entails ways of controlling the child 
by negatively manipulating the parent-child relationship (Barber, 1996). This form of 
parental control has been linked with intemalizing problems, extemalizing problems, and 
somatic symptoms in North American children and adolescents (Allen, Hauser, Eickholt, 
Bell, & O’Connor, 1994; Barber, Olson, & Shagle, 1994; Herman, Dombusch, Herron, & 
Herting, 1997). Given the potential link between parental refusal to talk and negative 
child outcomes in the North American literature, the finding that mothers in the 
asymptomatic control group in the present study report refusal to talk as a common 
response is somewhat surprising. Could this finding suggest that refusal to talk may not
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have negative implications in Asian Indian culture, and that it may be an adaptive 
response? Cultural theorists have argued that similar behaviors that occur in different 
cultural settings often hold different meanings and involve different explanatory systems 
(Saami, 1998). What is considered a maladaptive response in one culture might be quite 
adaptive in another. Thus, it is conceivable to propose that parental refusal to talk may 
not have negative implications for Asian Indian children. In fact, refusal to talk was 
distinguished from love withdrawal in the present study, and love withdrawal was cited 
most frequently by mothers in the somatic complaints group. Specifically, refusal to talk 
in the present study involved not talking to the child for a brief period, or a warning that 
if the child’s behavior continued, the parent would stop talking. In contrast, love 
withdrawal involved explicit threats of abandonment (e.g., “I will tell him that if he 
doesn’t stop, I will go away,” “I will tell him that I will send him away to his aunt’s 
house”). It may be that matemal refusal to talk serves as a mild form of disapproval for 
their children. It may also be that matemal refusal to talk serves as a “psychological time­
out” for both mothers and their children, and gives them some time away from each other 
to think about the situation, and their interaction. In fact, one mother’s justification for 
using refusal to talk provides some support for this proposal (e.g., “It just gives me time 
to calm myself. And also gives him the time to think about what he has done”).
■ The fmdings from the child data support mother report of the types of behavioral 
responses mothers use. Children in the control group reported avoidance of parental 
reminder as a reason for controlling all feelings more than those in the symptomatic 
groups. This finding suggests that Asian Indian children in the control group expected to 
receive a reminder from their parents for expressing felt emotion, and thus, decided to
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control the expression to avoid getting a reminder. Asian Indian children in previous 
research (e.g., Raval & Martini, 2004) distinguished parental reminder from a reprimand, 
such that reminder included a statement about inappropriateness of the expression or 
reference to social rules, whereas reprimand included the parent scolding in an angry 
tone. The fmding that Asian Indian children in the control group expect to receive more 
reminders is consistent with matemal report that they provide a specific explanation in 
response to their children’s displays of anger or sadness. The finding that children in this 
group expect reminders, and not reprimands, is also consistent with matemal report of 
fewer pimitive responses in this group.
A noteworthy fmding is that children in the control group reported prosocial 
concems to a greater extent than those in symptomatic groups. Children in the control 
group showed greater awareness of and sensitivity to others’ feelings than those in the 
somatic complaints group, and reported refraining from expressing their own feelings in 
order to protect the feelings of others. This finding is consistent with the North American 
literature that indicates that adaptive emotion regulation skills (i.e., constmctive coping) 
are positively related to prosocial behaviors (Denham, 1998; Denham et al., 2003; 
Eisenberg, 2001; Eisenberg et al., 1995). Children who are emotionally competent and 
can adaptively regulate their emotions are more likely to show prosocial behaviors than 
those who are not as competent. Moreover, both adaptive emotion regulation and 
prosocial behavior are inversely related to behavior problems in North American 
children. The finding that asymptomatic Asian Indian children in the present sample 
provide more prosocial justifications is particularly significant, given that these children 
also seem to utilize adaptive emotion regulation strategies. For instance, the
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asymptomatic children in the present sample were less likely to report resorting to crying 
or aggressive behaviors to express anger or sadness than intemalizing and extemalizing 
groups, respectively. They were more likely to utilize effective strategies such as 
distraction to cope with anger than the symptomatic groups. This fmding is consistent 
with the North American literature conceming coping strategies that distinguishes 
between constmctive and nonconstractive coping. Constmctive coping includes 
distraction, cognitive restmcturing (evaluating the situation in a positive way), and 
problem solving (changing the emotionally arousing context), while nonconstmctive 
coping includes behaviors such as aggression and venting (Eisenberg et al., 1995).
Studies conceming North American children have shown that constmctive coping, 
including the use of distraction, is positively associated with outcomes such as prosocial 
behavior, and negatively linked to behavior problems (Eisenberg et al., 1995). For both 
Asian Indian and North American children, the use of distraction to cope with negative 
emotions such as anger is associated with asymptomatic status with respect to emotional 
and behavior problems. In other words, distraction seems to be an adaptive way of 
controlling felt emotion for Asian Indian children. Taken together, these findings suggest 
that emotion regulation may have implications for social competence (including prosocial 
behavior) in Asian Indian children. The present study did not include an examination of 
aspects related to Asian Indian children’s social competence. Future research that 
examines the link between emotion regulation and social competence in Asian Indian 
children would be useful.
Children in the control group reported that they were more likely to use indirect 
verbal means than those in extemalizing and somatic complaints groups. This fmding
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concerning the use of indirect verbal expression seems unique to Asian Indian children. 
Although studies conceming North American children reported verbal expression as a 
common method of expression (Zeman & Garber, 1996; Zeman & Shipman, 1996), 
direct verbal expressions (e.g., “I would tell my mother how sad I am”) were not 
distinguished from indirect ones (e.g., “My mother would know that I am sad from the 
tone of my voice”). The fact that asymptomatic Asian Indian children report using 
indirect verbal means to convey anger and sadness rather than direct methods is 
intriguing. This preference may be guided by children’s beliefs conceming what 
constitutes appropriate behavior when they are feeling angry or sad. It may be that 
indirect methods are considered appropriate means of expressing emotions such as anger 
and sadness in Asian Indian culture. This proposal is somewhat consistent with the 
informal reports from mothers in the control group, who cited verbal description of the 
situation as a common means through which their children expressed anger or sadness. 
This kind of verbal expression that focused on the situation (e.g., “we can’t go to the park 
today”) was distinguished from the verbal expression that focused on the emotion (e.g., “I 
am feeling sad.”). Taken together, these fmdings are interesting because North American 
children are typically encouraged to label their emotions as an appropriate way of 
expressing them. It seems that using emotion labels is not a very common method of 
expressing felt emotion in Asian Indian culture.
Gender Differences 
North American literature has shown that child gender is an important variable 
impacting child emotion regulation, as well as parental socialization. According to Kakar 
(1978), Indian society is a hierarchical one with age and gender as its two important
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determinants. Given the significance of gender for Asian Indians, it is surprising that the 
results of the present study revealed only a few gender differences in children’s beliefs 
and behaviors about emotions, as well as in matemal socialization practices towards girls 
and boys. However, previous research with Asian Indians has been consistent with this 
trend: No gender difference was found in Asian Indian mothers’ beliefs and behaviors in 
response to their children’s displays of anger, sadness, or pain (Raval & Martini, 2003), 
while only a few gender differences were found in Asian Indian children’s pattems of 
emotion regulation (Raval & Martini, 2004).
In the phase one of the present study, a gender difference was found in mothers’ 
ratings of child behavior problems on the GACBCL: Boys received significantly higher 
scores on Rule-Breaking Behavior and Aggressive Behavior Syndrome Scales, as well as 
Extemalizing and Total Problems Scales than girls. However, no difference was foimd 
between girls and boys with respect to Anxious/Depressed, Withdrawn/Depressed, or 
Somatic Complaints Syndrome Scales, or the Intemahzing Scale. Interestingly though, 
findings conceming children’s report of emotion regulation in hypothetical everyday 
situations in phase two revealed that girls reported withdrawal as a method of expressing 
anger, sadness, and pain more than boys.
This finding — that Asian Indian boys are more likely than girls to present with 
extemalizing type of problems -  is consistent with the results from Raval and Martini’s 
(2004) study, which showed that Indian boys reported expressing anger more than girls in 
hypothetical everyday situations. These gender differences can be understood within the 
context of differential gender sociahzation and different gender role expectations in 
Indian culture. Hindu folk theories distinguish between civilizing emotions such as shame
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and modesty, and uncivilizing emotions such as anger and rage (Menon, 2000). 
Cultivating the ability to experience civilizing and refining emotions is an important goal 
of socialization (for Hindu girls and boys), as it is an important step towards the ultimate 
goal of human existence for Hindus -  self-refinement. However, there is greater pressure 
for Hindu females to adhere to the strictest standards of appropriateness than males (Joshi 
& McLean, 1994; Menon, 2000), as according to one explanation, Hindu women serve as 
role models for the rest of the society (Menon, 2000). Thus, expressions of uncivilizing 
emotions may be tolerated more in boys than girls.
Studies of child behavior problems across cultures have documented similar 
gender differences in the frequency and intensity of behavior problems. For instance, 
using the CBCL, Crijnen, Achenbach, and Verhulst (1997) compared parent report of 
child behavior problems in general population samples from 12 cultures including 
Australia, Belgium, China, Germany, Greece, Israel, Jamaica, Netherlands, Puerto Rico, 
Sweden, Thailand, and the United States. They found that with great cross-cultural 
consistency, boys obtained higher scores on the Extemalizing Scale and Total Problems 
Scale than girls, while girls obtained higher scores on the Intemalizing Scale than boys. 
This gender difference in parent report of child behavior problems was replicated in a 
subsequent study involving the same 12 cultures (Crijnen, Achenbach, & Verhulst,
1999). Thus, this gender difference was considered a “cultural universal,” and was 
attributed to differential gender role expectations prevalent across cultures (Crijnen, 
Achenbach, & Verhulst, 1997). Specifically, displays of anger and aggression are 
perceived as consistent with masculine gender role, while those of sadness and fear are
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concordant with feminine gender role. Thus, the gender difference in behavior problems 
found in the present study is likely not unique to Asian Indian culture.
The results of the present study also showed a gender difference in reference to 
physical pain: Girls reported using facial expressions in reference to pain more than boys, 
and reported expecting more instrumental help than boys. It may be that girls convey pain 
through facial expression to a greater extent than other methods of expression. However, 
the results also revealed that both girls and boys report using direct verbal expression to 
communicate pain more than anger or sadness. Thus, boys may be more likely to use 
only verbal means to express pain, while girls may be using both verbal and facial means 
to communicate pain. The finding that girls also expect more instrumental help than boys 
in response to their expressions of pain raises the question of whether one is more likely 
to receive help when pain is expressed both facially and verbally. In other words, whether 
facial and verbal expression used together may increase the likelihood that one receives 
help than verbal expression alone. Although this question was not addressed in the 
present study, future research should examine the effectiveness of Asian Indian children’s 
methods of expression and their various combinations in meeting children’s goals.
Limitations o f the Present Study 
The present study was limited on the following grounds. First, it is important to 
acknowledge that this research was an attempt to understand emotion regulation and 
psychopathology in another culture from a western psychology perspective, and to 
discuss the applicability and meaningfulness of constructs investigated and the 
procedures used (Saami, 1998). When researchers trained in westem psychology attempt 
to study a particular phenomenon in another culture, they need to be aware that the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 161
meaning of the constructs, as well as procedures used, are embedded in a particular 
cultural viewpoint -usually the westem viewpoint (Rubin, 1998). Although the present 
study was primarily conceptuaUzed from a westem theoretical perspective, steps were 
taken to ensure applicability on both methodological and theoretical grounds. On 
methodological grounds, a psychometric measure that was previously adapted and 
standardized with Asian Indian children (GACBCL; Raval, Raval, Panchal, & 
Chakravorty, 2003) was used in the prpsent study to examine frequency and intensity of 
child behavior problems. Secondly, measures of children’s emotion regulation and 
matemal sociahzation used in the present study had been previously used with Asian 
Indians, and were adapted based on previous findings (Raval & Martini, 2003; 2004). 
Finally, the present study utilized a multi-method approach to examine aspects related to 
matemal socialization, which is particularly recommended in examining cultures other 
than North America (Sue et al., 1999). This approach incorporated two different levels of 
analysis (global versus specific), hypothetical and real-life situations, two types of 
response formats (forced-choice versus open-ended), and two types of data obtained 
(quantitative versus qualitative). On theoretical grounds, predictions made were based on 
both a review of literature generated in North America, as well as an understanding of 
Asian Indian culture. In addition, findings were interpreted within the context of Asian 
Indian culture, as well as North American literature.
A second limitation was that the present study examined frequency and intensity 
of child behavior problems in a community sample. Future research should examine 
psychological disorders in Asian Indian children based on specific criteria outlined in a 
diagnostic classification system (i.e., DSM-IV-TR, 2000 or ICD-IO, 1992). Also, child
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 162
behavior problems in the present study were rated by only one informant: the child’s 
mother. The perception of the informant, as well as the setting in which the informant 
typically interacts with the child (e.g., home versus school) may impact on how child 
behavior problems are rated. In future research, it would be helpful to gather information 
conceming behavior problems in Asian Indian children from multiple informants, 
including the child’s mother, father, and teachers. Also, the measures of child emotion 
regulation and matemal socialization involved child and mother self-report, respectively. 
The inclusion of observational procedures, in addition to checklists and interviews may 
be useful in future work with Asian Indian children.
A third limitation was that the present study involved concurrent measures of 
child behavior problems, child emotion regulation, and matemal socialization. Although 
a longitudinal design is ideal for examining prospective relationships, it was beyond the 
scope of the present study. In future research, longitudinal designs that incorporate 
prospective measures to examine children’s emotion regulation, matemal socialization, 
and child behavior problems in Asian Indian children would be useful.
Finally, the issue of generalizability of present findings should be discussed. The 
present sample consisted of mother-child dyads from middle-class, Guj arati-speaking, 
Hindu, urban families. As discussed in the introduction, India is a very diverse country 
with 18 official languages, many religions, and various socioeconomic groups with a 
majority of its population residing in rural areas and living below the poverty line (Office 
of the Registrar General, India, 2003a). It is important to acknowledge that the present 
sample should not be considered representative of the country, and considerable caution 
should be exercised in generalizing present findings to all Asian Indian children.
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Despite these limitations, the present study contributed to the scarce literature on 
emotion regulation and psychopathology in cultures other than North America, with 
specific implications for understanding psychopathology in Asian Indian children.
Implications 
Psychopathology in Asian Indian Children
The present study investigated the links between two factors — children’s emotion 
regulation and matemal socialization — and psychopathology in Asian Indian children. 
North American theorists have hypothesized a central role of emotion regulation in the 
developmental of psychopathology. The literature has shown that both children’s emotion 
regulation and matemal socialization of child emotion are related to psychopathology in 
North American children. The results of the present study support such links for Asian 
Indian children. Asian Indian children who present with intemalizing, extemalizing, and 
somatic problems show differences with respect to their pattems of regulation, and 
matemal socialization. The pattems in these symptomatic groups clearly differ from those 
in the asymptomatic control group. Although differences are observed across the three 
symptomatic groups, and unique pattems are associated with each group with respect to 
some variables, the distinction is not as clear with respect to others. For instance, mothers 
of children in the intemalizing and extemalizing groups show similar cognitions, 
emotions, and behaviors in response to their children’s displays of anger or sadness. Yet, 
children in these two groups show distinct pattems of emotion regulation, as well as 
different types of behavior problems. Future research is needed to further distinguish 
pattems of emotion regulation and socialization across the three types of symptomatology 
in Asian Indian children.
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Although different patterns of emotion regulation and socialization were 
associated with the three symptomatic groups than the control group, it is unclear whether 
these patterns preceded the occurrence of psychopathology, and whether they are 
contributive factors in psychopathology in Asian Indian children. It may be that 
difficulties in emotion regulation may have led to the occurrence of behavior problems in 
the symptomatic groups. Alternatively, behavior problems may have preceded and led to 
difficulties in regulating anger or sadness in these children. In the present study, measures 
of child behavior problems and child emotion regulation were administered almost 
concurrently. Thus, the design of the present study did not allow the examination of a 
prospective relationship between child emotion regulation and behavior problems.
Further research is needed to examine causal relationships among maternal socialization 
variables, child emotion regulation variables, and child behavior problems.^ Specifically, 
future research can examine whether psychopathology in Asian Indian children can be 
understood in terms of the following pathway. Asian Indian mothers’ beliefs may guide 
their emotions and their behavioral responses to their children’s displays of anger, 
sadness, and physical pain in everyday situations. Maternal emotional and behavioral 
responses may facilitate how children leam to regulate their overt expressions, perhaps 
through influencing children’s cognitions. Children’s beliefs, in turn, may guide their 
regulatory behaviors in everyday situations. These regulatory preferences appear 
consistently across situations and over time, and in tum, become characteristic ways of
 ̂Note that advanced statistical techniques, such as stractural equation modeling, can be used to examine all 
possible relationships among variables assessed concurrently, and to derive the best fitting model (Ullman, 
2001). Such advanced procedures were not used to analyze present data because larger sample sizes (e.g.,
N of 200 or greater) are typically recommended to conduct these procedures.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 165
regulation. These characteristic ways of regulation, in tum, lead to healthy or unhealthy 
outcomes.
An Intervention Approach for Asian Indian Children
One of the most important implications of identifying processes that may 
contribute to pathological development is to formulate ways to intervene with those 
processes (Cicchetti et al., 1995). Many specialized empirically supported treatment 
approaches have been developed for intervening with specific behavior problems in 
North American children. Some examples of such approaches include cognitive behavior 
therapy for child anxiety, coping skills training for child depression, and cognitive 
problem-solving skills training for oppositional and aggressive children (Kazadin & 
Weisz, 1998). Some approaches also involve a parent component (e.g., the parent 
management training for oppositional and aggressive children). Although these 
approaches differ in their specific focus, they share a psychoeducational approach to 
identifying and changing cognitions, relaxation techniques to reduce autonomic arousal, 
and a skills-training component to modify behaviors. More recently, treatment 
approaches have been developed that focus on helping children with emotion regulation 
(e.g., the Affect Management Skills Training; Omaha, 2003) and helping parents with 
emotion coaching (Denham & Burton, 2003). These approaches involve helping children 
to identify emotions in the self and others, to use emotion labels appropriately, and to 
express emotions in a socially acceptable manner that helps children meet their goals.
Although there is a substantial body of literature concerning treatment approaches 
for North American children, models of intervention for children firom cultures other than 
North America, and studies examining their efficacy are relatively rare. Clinical practice
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in North America has revealed that when North American models are used to intervene 
with other ethnic groups, they are often rendered inapplicable (Kirmayer et al., 2003). 
Thus, within the fields of clinical psychology and psychiatry, the need for developing 
culturally appropriate interventions has been particularly prominent. The findings of the 
present study raise the possibility that the patterns of emotion regulation and matemal 
socialization found in the three symptomatic groups could be considered maladaptive due 
to their association with psychiatric symptomatology and that patterns found in the 
control group could be considered adaptive due to their association with asymptomatic 
status. If so, a model of intervention could be developed that aims to change the 
maladaptive patterns in the symptomatic children. It is, however, important to keep in 
mind that intervention approaches are usually developed based on a substantial body of 
research, as the results of one study do not provide sufficient information for such 
purposes. Nonetheless, the results of the present study can begin to shape a general 
outline for a model of intervention for psychopathology in Asian Indian children that 
could be continually updated and modified with advancing research. In particular, an 
intervention approach conceptualized within an emotion-focused and a cognitive- 
behavioral framework that targets parental and children’s emotions, cognitions, and 
behaviors is outlined here.
The parent component of the intervention would involve three major steps; (a) 
increasing parental awareness of the impact of their own beliefs, feelings, and behaviors 
on their children’s emotions, (b) increasing parental motivation to change their beliefs, 
feelings, and behaviors, and (c) facilitating the change by providing altemate adaptive
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patterns.^ The child component of the intervention would involve helping them to (a) 
identify situational antecedents that lead to the experience of an emotion, (b) identify the 
rationale for choosing to express or control felt emotion, (c) identify the typical way in 
which they express or control felt emotion, (d) identify the consequence associated with 
the typical expression or method of control, and (e) facilitate change by providing a 
repertoire of adaptive behaviors.
This overall outline for an intervention approach for Asian Indian children is 
fairly similar to the intervention models used with North American children. What might 
be unique to the model of intervention for Asian Indians are the specific maladaptive 
pattems to be changed, as well as the specific adaptive patterns that are recommended as 
altematives. For instance, with respect to adaptive matemal behaviors in response to their 
children’s emotions, two main differences would be evident between North American 
and Asian Indian models. First, the common disciplinary techniques recommended in 
North American models include behavioral methods such as removal of privileges or a 
time-out. In contrast, the Asian Indian model may recommend a brief period in which the 
parent stops talking to the child. Second, North American models instruct the parent to 
teach effective problem-solving strategies to their children. In contrast, the Asian Indian 
model may incorporate an explanation-focused response; specifically, the one that 
provides a specific rather than vague explanation (e.g., an explanation that targets the 
inappropriateness of the expression, or the need to accommodate to the situation).
With respect to children’s pattems of adaptive regulation, two main differences 
between North American and Asian Indian models would be evident. First, intervention
 ̂ T h is kind of an intervention is culturally relevant, as successful attempts have been made to change 
maladaptive child-rearing practices in India using a community-based approach (Naik & Plumber, 1992).
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models for North American children who present with difficulties in regulation typically 
involve teaching children to label their emotions and verbally communicate them (e.g., “I 
am feeling sad”). For Asian Indian children, verbal labeling of their emotion does not 
seem to be a typical method of expressing felt emotion. Instead, the model may 
incorporate an indirect verbal expression (using features such as tone of voice to convey 
felt emotion), or a verbal expression that focuses on describing the situation rather than 
emotion. Second, intervention models for North American children involve teaching them 
strategies for problem solving to cope constructively with the emotion. In contrast, for 
Asian Indian children, the model may recommend helping the child to leam to adjust to 
the situation (e.g., see the situation from another perspective).
Externalizing and internalizing problems. Asian Indian mothers of children who 
present with externalizing and intemalizing problems showed inconsistency between 
their beliefs and emotions, and between their beliefs and behaviors. This discordance 
likely conveys a mixed message to their children: Mothers’ beliefs indicated that 
emotions such as anger or sadness are appropriate regardless of how they are expressed, 
while their feelings and behaviors communicated that emotions such as anger or sadness 
are not appropriate. The intervention for these mothers would focus on encouraging them 
to think about the message they are conveying to their children and its impact on them, 
and to facilitate consistency among their beliefs, emotions, and behaviors. Specific 
interventions may include replacing distorted beliefs (e.g., all expressions of anger or 
sadness are appropriate) with a more moderate version (e.g., anger or sadness that are 
communicated calmly are appropriate). The relatively high intensity of anxiety 
/restlessness or anger /frustration experienced by these mothers can be reduced by
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relaxation techniques that are part of Yoga — a Hindu philosophy that advocates a system 
of mental and physical exercises (Pandit, 2001). Finally, the use of punitive and 
minimizing behavioral responses can be discouraged, and replaced with adaptive 
behaviors (i.e., taking a break from interacting with their children, or providing a specific 
explanation to help the child adjust to the situation).
Asian Indian children with externalizing and intemalizing problems show an 
underregulation of anger and sadness, respectively, and resort to maladaptive behaviors 
such as crying and aggression. They report that a major motivation for expressing their 
feelings is their inability to control the expression. Thus, the focus of the intervention 
would be on helping them to identify the consequences of their dysregulated affect, 
providing them with a repertoire of altemate behaviors, and helping them feel competent 
in their ability to regulate their affect. In particular, the intervention would help children 
express their affect calmly through indirect verbal expression, or verbal description of the 
situation. The children may be taught relaxation techniques to help reduce high intensity 
affect.
Somatic complaints. Asian Indian mothers of children who present with somatic 
complaints show consistency among their beliefs, feelings, and behaviors, and convey a 
unitary message to their children: emotions such as anger and sadness are not acceptable. 
The intervention for these mothers would focus on encouraging them to think about the 
message they are conveying to their children and its impact on them, facilitating their 
acceptance of their children’s emotional experience, and enhancing their empathy 
towards their children. To facilitate the acceptance, these mothers can be encouraged to 
thimk about whether their child had a justifiable cause to feel a given emotion (an
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approach used by mothers of asymptomatic children in the present study). In addition, 
the impact of mothers’ behavioral responses (e.g., punitive and minimizing) on the child 
can be discussed (e.g., arousal of fear in the child), and the use of altemate adaptive 
responses (e.g., taking a break from interacting with their children, providing a specific as 
opposed to vague explanation) can be facilitated.
Asian Indian children who present with somatic complaints report withdrawing in 
response to anger, sadness, or pain. They tend to minimize the significance of the 
situation in causing the emotion, or endorse futility of expressing the emotion. The focus 
of the intervention would be to help them accept the significance of their emotional 
experiences, identify potential usefulness in expressing the emotion, and to teach them 
adaptive ways of expressing felt emotion that does not result in suppression or 
unregulated affect. The repertoire of adaptive behaviors would include the use of indirect 
verbal expression, or verbal description of the situation.
In sum, intervention approaches can be individualized to the specific pattems of 
child emotion regulation and parental socialization that are associated with different types 
of symptomatology. Future research is needed to further inform and develop intervention 
approaches that are culturally relevant for psychopathology in Asian Indian children, and 
to begin to examine the efficacy of such approaches.
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TABLES
Table 1
Child Age (in months) and Distribution o f Cases across School Grade and Child Sex (N 
= 602)




1 Males 76.46 2.15 81
Females 76.32 2.11 63
2 Males 86.39 4.85 98
Females 86.47 5.51 75
3 Males 96.51 4.56 68
Females 96.03 4.82 65
4 Males 104.53 2.23 79
Females 104.66 1.84 73
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Table 2
Mothers ’ and Fathers ’ Education for Phase I  Sample (N -  602)
Education* Mother Father
Below Primary school (< grade 7) 1.2% 0 .8%
Primary school (grade 7) 2.5% 1.9%
Secondary School (grade 10) 10% 7.7%
Higher Secondary School (grade 12) 14.8% 14.6%
College Diploma 1.7% 1.9%
Bachelor’s Degree 57.1% 47.1%
Masters Degree or equivalent 11.3% 20 .8%
Doctoral/ Professional Degree 1.3% 4.8%
* Mothers’ years o f education ranged from 3 to 20 years (M =14.17, SD = 2.53), and fathers’ years 
education ranged from 3 to 21 years (M = 14. 67, SD = 2.64).
of
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Table 3
Mothers ’ and Fathers ’ Occupation for Phase I  Sample (N -  602)
Occupation Mother* Father**
Homemaker*/ Unemployed** 83.3% 1.2%
Labor work 1% 0 .8%
Skilled work 0% 4.8%
Runs small business from home 3.7% 0%
Owns small business (< 5 employees) 0% 34.4%
Owns big business (> 5 employees) 0% 1.7%
Clerical/ Technical work 9.4% 45.2%
Professional/ Managerial 2.7% 11.5%
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Table 4
The number o f children in Phase One Sample meeting the inclusion criteria for 
participation in Phase Two, number o f children contacted, and number o f children who 
actually participated as a function o f group and child sex
Group
Boys {n = 326) 




Externalizing 26 22 22
Internalizing 15 15 13
Somatic Complaints 16 16 15
Control 193 18 17
Girls (« = 276)
Group Met inclusion criteria Contacted for Agreed and
participation participated
Externalizing 10 10 10
Internalizing 20 20 18
Somatic Complaints 13 13 10
Control 167 17 15








































Religion Hindu 84.4% 83.9% 92% 87.5%
Jain 15.6% 16.1% 8% 12.5%
Caste (Hindu) Brahman 28.1% 22 .6% 28% 28.1%
V aishnav/V aniya 25% 48.4% 36% 34.4%
Kshatriya 3.1% 0% 4% 0%
Patel 15.6% 6.5% 24% 25%
Worker class 21.9% 19.4% 4% 12.5%
Scheduled Caste 6.3% 3.2% 4% 0%
Family Type Nuclear 46.9% 32.3% 44% 40.6%























(n -  32) (n = 31) (« = 25) (« = 32)
D
Mother’s occupation Homemaker 90.6% 90.3% 84% 78.1%
"n
c












Professional/Managerial 0 % 0 % • 4% 12.5%
o ;
D













Big business 3.1% 0 % 0% 13.1%
Clerical/ technical 34.4% 37.5% 40% 43.8%



































M SD M SD M SD M SD
Mother’s education (in years) 13.84 2.30 14.42 1.91 13.88 2.71 14.63 2.42
Father’s education (in years) 14.19 3.05 14.68 2.56 15.24 2.77 15.34 2.62
Annual family income
per person (in Rs.) 25976.83 23818.04 23612.29 29632.41 21544.22 14379.79 281523.12
30144.10
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I  Table 6
§' Gender Differences in Raw scores across Syndrome Scales, Internalizing, Externalizing, and Total Problems Scales for Boys (n -  326) and
Girls (n — 276) in Phase One Sample
M SD Minimum Maximum t (600)
Syndrome Scales
Anxious/Depressed Boys 3.44 2.53 0 14 n.s.
Girls 3.55 2.85 0 15
Withdrawn/Depressed Boys 1.77 1.82 0 11 n.s.
Girls 1.79 1.94 0 11
Somatic Complaints Boys 2.10 2.23 0 17 n.s.
Girls 2.03 2.01 0 11
Social Problems Boys 3.31 2.32 0 12 n.s.
Girls 3.17 2.47 0 11
Thought Problems Boys 2.23 2.07 0 11 n.s.
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M SD Minimum Maximum r (600)
Attention Problems Boys 4.21 2.79 0 12 2.04*
Girls 3.76 2.69 0 11
Rule-Breaking Behavior Boys 1.89 1.90 0 10 4.56***
Girls 1.27 1.36 0 7
Aggressive Behavior Boys 6.94 4.67 0 24 3.03**
Girls 5.83 4.21 0 18
Internalizing Scale Boys 7.33 4.94 0 29 n.s.
Girls 7.37 5.56 0 26
Externalizing Scale Boys 8.83 5.98 0 32 3.77***
Girls 7.10 5.14 0 22
Total Problems Scale Boys 29.42 16.24 0 76 2.09*
Girls 26.60 16.71 0 78
 ̂p < ,05, **p< .02, *** p < .001
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Table 7
Percentage o f Children in Phase One Sample obtaining Raw Scores in the Borderline 
Clinical and Clinical Ranges on eight Syndrome Scales
Syndrome Scale
Boys (n = 326)
Borderline Clinical Clinical
Anxious/ Depressed 3.1% 4.0%
Withdrawn/ Depressed 5.8% 1.8%
Somatic Complaints 10.7% 7.4%
Social Problems 2 .8% 1.8%
Thought Problems 5.2% 1.2%
Attention Problems 15.3% 4.0%
Rule-Breaking Behavior 3.4% 2 .1%
Aggressive Behavior 4.9% 4.9%
Girls (n = 276)
Syndrome Scale Borderline Clinical Clinical
Anxious/ Depressed 7.2% 5.8%
Withdrawn/ Depressed 8 .0% 2 .2%
Somatic Complaints 12.0% 5.4%
Social Problems 2 .2% 2 .2%
Thought Problems 3.3% 0.7%
Attention Problems 11.6% 2 .2%
Rule-Breaking Behavior 0.7% 0.4%
Aggressive Behavior 4.7% 3.3%











Raw Scores fo r  eight Syndrome Scales, Internalizing, Externalizing, and Total Problems Scale across Group and Child Sex fo r Phase Two Sample
Externalizing {n = 22)
Boys
Internalizing (n = 13) Somatic Complaints (n =15) Control (n - 17)
M SD min max M SD min max M SD min max M SD min max
Syndrome Scales 
Anxious/Depressed 4.77 1.87 2.0 7.0 10.69 2.13 7.0 14.0 4.8 1.89 2.0 7.0 2.65 1.54 0 5.0
W ithdrawn/Depressed 2.68 1.49 0 5.0 4.07 3.64 0 11.0 2.2 1.37 0 4.0 1.0 1.32 0 4.0
Somatic Complaints 1.86 1.04 0 3.0 1.69 1.03 0 3.0 8.6 2.92 6.0 17.0 0.94 0.83 0 2.0
Social Problems 5.77 1.57 2.0 7.0 5.54 1.85 1.0 7.0 4.8 1.78 1.0 7.0 1.82 1.70 0 6.0
Thought Problems 3.41 1.50 0 4.0 3.38 1.85 0 5.0 3.73 1.16 2.0 4.0 1.12 1.11 0 3.0
Attention Problems 5.32 2.01 0 7.0 5.46 0.96 3.0 6.0 4.87 1.55 2.0 6.0 2.29 1.83 0 6.0
Rule-Breaking Behavior 5.27 2.31 1.0 10.0 2.54 1.61 0 5.0 2.4 1.59 0 4.0 0.94 1.3 0 4.0
Aggressive Behavior 18.05 3.61 11.0 24.0 7.92 2.84 1.0 11.0 8.73 2.31 4.0 11.0 3.23 2.02 0 7.0
Internalizing Scale 9.59 3.07 4.0 15.0 16.46 2.57 12.0 21.0 15.6 4.58 8.0 28.0 4.59 2.12 1.0 9.0
Externalizing Scale 23.32 4.07 18.0 32.0 10.46 3.71 1.0 15.0 11.13 2.50 7.0 15.0 4.18 2.81 1.0 10.0


































































M SD min max M SD min max M SD min max M SD min max
Syndrome Scales 
Anxious/Depressed 5.7 2.11 2.0 8.0 10.94 2.04 8.0 14.0 3.3 2.45 0 7.0 1.6 1.12 0 4.0
W ithdrawn/Depressed 2.7 1.42 0 5.0 5.11 3.32 0 11.0 2.3 1.42 0 4.0 1.47 1.06 0 3.0
Somatic Complaints 2.1 1.58 2.0 7.0 2.28 0.89 0 3.0 6.9 1.10 6.0 9.0 1.47 1.06 0 3.0
Social Problems 5.4 1.58 2.0 7.0 5.61 1.68 2.0 7.0 3.6 2.59 0 7.0 1.07 1.03 0 3.0
Thought Problems 4.0 1.33 1.0 5.0 3.5 0.78 2.0 4.0 2.2 1.62 1.0 5.0 0.47 0.52 0 1.0
Attention Problems 6.0 0.67 5.0 7.0 4.0 2.25 0 6.0 3.6 2.12 0 6.0 1.87 1.30 0 4.0
Rule-Breaking Behavior 3.5 2.01 1.0 7.0 2.39 1.29 1.0 4.0 2.0 1.70 0 5.0 0.73 0.80 0 2.0
Aggressive Behavior 16.4 1.35 14.0 18.0 8.33 2.91 2.0 12.0 6.70 2.21 4.0 10.0 2.2 0.68 1.0 3.0
Internalizing Scale 10.50 3.31 3.0 16.0 18.33 3.31 14.0 25.0 12.5 3.81 7.0 18.0 3.8 2.04 0 9.0
Externalizing Scale 19.9 1.28 18.0 22.0 10.72 3.64 3.0 17.0 8.7 2.63 4.0 12.0 2.93 1.10 1.0 4.0
Total Problems Scale 51.7 7.86 35.0 66.0 47.5 8.77 32.0 63.0 34.3 9.45 20.0 50.0 11.6 2.35 8.0 16.0
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% Table 9
o
Means and Standard Deviations for Mothers * Ratings o f Likelihood o f Hypothetical Scenarios
Externalizing (n = 32) Internalizing (n = 31) Somatic Complaints (n = 25) Control (n = 32)
M SD M SD M SD M SD
Anger 4.77 1.11 4.51 1.33 4.83 1.10 4.40 1.23
Sadness 3.81 1.58 3.57 1.50 3.43 1.49 3.75 1.39





























Mother Report o f  Types o f  Real Life Situations in which their Children Feel Anger
Type of situation Temporal
order
Type of Psychopathology 
Externalizing Internalizing Somatic Complaints 
(n =32) (« = 31) («= 25)
Control group 
(«=32)
Denied his/her way primary 17(53.1%) 14 (45.2%) 10 (40%) 9(28.1%)
Asked to act against his/her desire primary 11 (34.4%) 11 (35.5%) 8 (32%) 12 (37.5%)
Getting in trouble unjustly primary 2 (6.3%) 4(12.9%) 2 (8 .0%) 6(18.8%)
Never primary 0 (0%) 1 (3.2%) 1 (4.0%) 0 (0%)
Conflict with siblings/peers primary 4 (12.5%) 2 (6.5%) 1 (4%) 2 (6.3%)
secondary 2 (6.3%) 0 (0%) 2 (8%) 3 (9.4%)
Others touch/take his/her belongings secondary 5 (15.6%) 6 (19.3) 6 (24%) 4 (12.5%)
Being criticized by others secondary 2 (6.3%) 5(16.1%) 2 (8 .0%) 4 (12.5%)
Perceived lack of attention from parents secondary 1 (3.1%) 3 (9.7%) 0 (0%) 0 (0%)





























Type of Psychopathology 
Externalizing Internalizing Somatic Complaints Control group
in =32) (« = 31) (« = 25) («=32)
Denied his/her way primary 11 (34.7%) 17 (54.8%) 11 (44%) 5 (15.6%)
Asked to act against his/her desire secondary/tertiary 2 (6.3%) 4(12.9%) 2 (8%) 2 (6.3%)
Being scolded primary 6 (18.8%) 11 (35.5%) 7 (28%) 9(28.1%)
Change of family plans unexpectedly primary 5(15.6%) 1 (3.2%) 4 (16%) 13 (40.62%)
secondary/tertiary 3 (9.4%) 6 (19.4%) 2 (8%) 3 (9.4%)
Being separated from family primary 5 (15.6%) 1 (3.2%) 0(0%) 4 (12.5%)
secondary/tertiary 1 (3.1%) 5(16.1%) 1 (4%) 6 (18.8%)
Being criticized by others secondary/tertiary 5(15.6%) 4 (12.9%) 7 (28%) 6 (18.8%)
Perceived lack of attention primary 5 (15.6%) 1 (3.2%) 1 (4%) 1 (3.1%)
secondary/tertiary 3 (9.4%) 3 (9.7%) 0 (0%) 5(15.6%)
Perceived incompetence or failure secondary/tertiary 6 (18.8%) 3 (9.7%) 1 (4%) 3 (9.4%)
Never primary 0 (0%) 0 (0%) 2 (8 .0%) 0 (0%)
Note. Figures in the parentheses are percentages. Figures in the boldface represent the two most frequently cited categories for each group.
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Type of situation Temporal order
Type of Psychopathology
Externalizing Intemalizing Somatic Complaints 
(«=32) (n = 31) («= 25)
Control group 
in -32)
physical injury primary 16 (50%) 6(18.8%) 5 (20%) 6(18.7%)
stomachache primary 5 (15.6%) 7 (22.6%) 10 (40%) 8 (25%)
headache primary 0 (0%) 5(15.6%) 2 (8%) 4 (12.5%)
flu/cold primary 2 (6.3%) 6 (18.8%) 6 (24%) 4 (12.5%)
Very rare primary 9(28.1%) 7 (22.6%) 0 (0%) 10 (31.2%)
psychosomatic cause secondary 1 (3.1%) 2 (6.5%) 6 (24%) 0 (0%)


































Feeling Type x  Type o f  Psychopathology Interaction in Children *s Decisions to control Anger, Sadness, and physical Pain
Feeling type
Type of Psychopathology 
Externalizing {n = 32) Intemalizing (« = 31) Somatic Complaints (n = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 2.69i,a,b .90 2.20,, 2, a 1.03 1.942, a .88 2 .062,3 .79
Sadness 2.54i,2,a .97 2.79i,b .85 2.162,a .83 2.172,3 .65
Pain 2.98,,b .77 3.33,,c .67 3.21,,b .70 2.88,,b .79
Note. Means in t h e  same row that do not share numerical subscripts differed a t  p < .05 in the Bonferroni multiple comparisons. M e a n s  in the same
column that do not share alphabetical subscripts differed atp < .05 in the Bonferroni multiple comparisons.
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Feeling Type and Type of Psychopathoiogy Interaction in Cr5nng as a Method of Expression
Feeling type
Type of Psychopathology 
Externalizing (n =28) Intemalizing (n = 21) Somatic Complaints (n = 19) Control group (n =25)
M SD M SD M SD M SD
Anger 1.46,,a .61 2.29 2, a .82 1.70,, a .65 1.19,,a .45
Sadness 1.80,.a .75 2.412, a .89 1.56,,a .70 1.37,,a .58
Pain 1.40,, a .71 1.56,,b .80 1.37,,a .57 1.23,,a .58
Note. Means in the same row that do not share numerical subscripts differed atp < .05 in the Bonferroni multiple comparisons. Means in the same






































Internalizing (n = 21) Somatic Complaints (n = 19) Control group (n =25)
M SD M SD M SD M SD
Anger 1.95i,a .71 1.172,a .37 1.192,a .37 1.202,a .33
Sadness 1.52, .51 1.152,a .25 1.122, a .32 1.152,a .29
Pain .26 1.00,,a .00 1.07,,a .24 1.10,,a .27
Note. Means in the same row that do not share numerical subscripts differed at p < .05 in the Bonferroni multiple comparisons. Means in the same






























Feeling Type x Type of Psychopathology Interaction in Facial Expression
Feeling type
Type of Psychopathology 
Externalizing (n =28) Internalizing (n = 21) Somatic Complaints (n = 19) Control group (« =25)
M SD M SD M SD M SD
Anger 2.81,,a .83 1.94 2. a .83 1.652, a .93 1.832, a .75
Sadness 1.89i,b .97 2.07,, a, b .70 1.78,,a .92 1.77i,a .75
Pain 2 .3 7 , ,e .99 2 .53 ,,b 1.03 1.77,,a 1.01 2.32,,b 1.04
Note. Means in the same row that do not share numerical subscripts differed at p < .05 in the Bonferroni multiple comparisons. Means in the same
column that do not share alphabetical subscripts differed atp < .05 in the Bonferroni multiple comparisons.
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Table 17
Feeling Type x Child Sex Interaction in Facial Expression
Feeling type
Males {n =  50)
Child Sex
Females (n = 43)
M SD M SD
Anger 1.95i,a .99 2 .16i,a .91
Sadness 1.89i,a .84 1.86i,a .86
Pain 2.05i,a 1.02 2.632, b .95
Note. Means in the same row that do not share numerical subscripts differed atp < .05 in the 
Bonferroni multiple comparisons. Means in the same column that do not share alphabetical 
subscripts differed atp < .05 in the Bonferroni multiple comparisons.































Feeling Type x Type of Psychopathology Interaction in Indirect Verbal Expression
Feeling type
Type of Psychopathology 
Externalizing (n =28) Internalizing (n = 21) Somatic Complaints (n = 19) Control group {n =25)
M SD M SD M SD M SD
Anger 1.18,,a .37 1.63 ,,2. a .86 1.38,,a .50 2.032, a .81
Sadness 1.44,,a .66 1.74i,2, a,b .51 1.36,,a .46 2.022,3 .79
Pain 1.22,, a .45 2.022, b 1.08 1.36,,a .77 1.08,,b .24
Note. Means in the same row that do not share numerical subscripts differed at p < .05 in the Bonferroni multiple comparisons. Means in the same































Feeling Type x Type of Psychopathology Interaction in Distraction as a Method of Control
Type of Psychopathology 
Externalizing (n =10) Internalizing (n = 14) Somatic Complaints (« = 18) Control group (n -22)
Feeling type M  SD M SD M SD M SD
Anger 1.26,, 2, a .37 1.07 i,a .22 1.13,,a .33 1.652, a .58
Sadness 1.89,,b 1.13 1.24,, a .67 1.30,,a .52 1.42,, a .61
3(/)
o'
Note. Means in the same row that do not share numerical subscripts differed a t p <  .05 in the Bonferroni multiple comparisons. Means in the same
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Table 20
Feeling Type x Type of Psychopathology Interaction in Uncontrollability as Reason for Expression
Feeling type
Type of Psychopathology 
Externalizing (n =28) Internalizing (n = 21) Somatic Complaints (« = 19) Control group {n =25)
M SD M SD M SD M SD
Anger 2 .2 0 ], a .90 2.04 1,2, a .77 1.89i,2, a,b .82 1.432, a .55
Sadness 1-96i, 2, a.b .86 2.32],a,b .81 1.72i,2,a .72 1.632, a,b .81
Pain l-81[,b+ .88 2.562, b 1.03 2.24],2, b+ .87 1.861, b+ .73
Note. Means in the same row that do not share numerical subscripts differed atp < .05 in the Bonferroni multiple comparisons. Means in the same 
column that do not share alphabetical subscripts differed atp < .05 in the Bonferroni multiple comparisons (with the exception that when 
alphabetical subscripts were followed by + .05 <p < .10).
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Table 21
Feeling Type x Child Sex Interaction in Expectation of Instrumental Help as a Reason for 
Expression
Feeling type
Males {n = 50)
Child Sex
Females (n = 43)
M SD M SD
Anger 2.12i,a .91 1.98 1,a .77
Sadness 1.93i,a .89 2.03i,a .94
Pain 2.95i,b .81 3.382,b .56
Note. Means in the same row that do not share numerical subscripts differed a tp  < .05 in the 
Bonferroni multiple comparisons. Means in the same column that do not share alphabetical 
subscripts differed atp < .05 in the Bonferroni multiple comparisons.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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T ab le  22
Feeling Type x Type of Psychopathology Interaction in Futility of Expression
Type of Psychopathology 
Externalizing (n =10) Internalizing (n = 14) Somatic Complaints (« = 18) Control group (n =22)
Feeling type M SD M SD M SD M SD
A n g e r 1 .1 7 ,.a .24 1.07,, a .22 1.21i,a .36 1.25,,a .61
Sadness 1-56],2,b .99 1.39,,2.b+ .70 1.73,,b .65 1.172,a .38
Note. Means in the same row that do not share numerical subscripts differed atp < .05 in the Bonferroni multiple comparisons. Means in the same
column that do not share alphabetical subscripts differed atp < .05 in the Bonferroni multiple comparisons (with the exception that when































Feeling Type x Type o f Psychopathology Interaction in Mothers' Feelings ofAnxiety /Restlessness in response to Children s Anger, 
Sadness, and Pain
Feeling type
Type of Psychopathology 
Externalizing (« =32) Internalizing (n = 31) Somatic Complaints {n = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 3.52,,a 1.56 3.61,,a 1.43 1.892. a 1.38 1.482,a .85
Sadness 3.51 1,a 1.08 3.73,,a 1.31 2 .202, a 1.70 1.462, a 1.03
Pain 3.39,,a 1.53 3.52,,a 1.71 3.31],b 1.67 3.04,,b 1.38
Note. Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same
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T ab le  24
Feeling Type x Type o f Psychopathology Interaction in Mothers' Feelings o f Sympathy in response to Children s Anger, Sadness, and 
Pain
Feeling type
Type of Psychopathology 
Externalizing {n =32) Internalizing (n = 31) Somatic Complaints {n = 25) Control group (« =32)
M SD M SD M SD M SD
Anger 4.97,, a 1.52 4.89,,a 1.31 3.532, a 1.66 5.00], a 1.41
Sadness 6.09 i,b 1.31 5.81,,b 1.06 4.902, b 1.54 6.22i,b .91
Pain 5.80],b 1.60 6.09,,b 1.01 6 .01 ,,c 1.09 6.32i,b .93
Note. Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same












T ab le  25


















Type of emotion T em p o ra l Externalizing Intemalizing Somatic Complaints Control
order {n =32) (« = 31) (n  = 24) (« = 3 2 )
Neutral primary 2 (6.3%) 1 (3.3%) 3 (12.5%) 1 (3.1%)
Sympathy (no conditions specified) primary 10 (31.3%) 8 (26.7%) 3 (12.5%) 6(18.8% )
Sympathy (if child’s anger justified) primary 4 (9.4%) 2 (6.7%) 2 (8.3%) 7 (21.9%)
Anger (no conditions specified) primary 6 (18.8%) 10 (33.3%) 10(41.7%) 6(18.8%)
Anger (if child’s anger not justified) primary 5 (15.6%) 4 (13.3%) 4 (16.7%) 6 (18.8%)
Guilt (re; inability to meet needs) primary 4 (12.5%) 0 (0%) 0 (0%) 0 (0%)
Worry (re: child well-being) primary 2 (6.3%) 2 (6.7%) 0 (0%) 2 (6.3%)
secondary 4 (12.5%) 3 (10%) 2 (8.3%) 0 (0%)
Dukh^ (due to child noncompliance) primary 3 (9.4%) 4 (13.3%) 2 (8.3%) 4 (12.5%)
secondary 5 (15.6%) 4 (13.3%) 0 (0%) 3 (9.4%)
Helplessness (due to ineffectiveness) secondary 2 (6.3%) 0 (0%) 0 (0%) 0 (0%)
Embarrassment (if in public) secondary 0 (0%) 1 (3.3%) 2 (8.3%) 0 (0%)
Note. Figures in the parentheses are percentages. Figures in the boldface represent the two most frequently cited categories for each group.

























Mothers' Feelings in Response to their Children *s Expression o f Sadness
Type of Psychopathology
Type of emotion Temporal Externalizing Intemalizing Somatic Complaints Control
order in = 32) (« = 31) in = 23) in =32)
Neutral primary 2 (6.3%) 2 (6.7%) 8 (34.8%) 3 (9.4%)
Dukh' (mirroring child’s feeling) primary 13 (40.6%) 10 (32.3%) 6 (25%) 14 (43.6%)
Dukh (child noncompliance/lack of understanding) primary 2 (6.3%) 6 (19.4%) 0 (0%) 1 (3.1%)
Disappointment (mirroring child’s feeling) primary 0 (0%) 2 (6.7%) 2 (8%) 6 (18.8%)
Disappointment (child noncompliance
/lack of understanding) primary 2 (6.3%) 1 (3.2%) 1 (4.2%) 0 (0%)
Sympathy primary 5(15.6%) 4 (12.9%) 1 (4%) 3 (9.4%)
Anger (child noncompliance/lack of understanding) primary 6 (18.8%) 3 (9.7%) 5 (20.8%) 4 (12.5%)
Worry (re; child well-being) primary 2 (6.3%) 3 (9.7%) 0 (0%) 1 (3.1%)
secondary 5 (15.6%) 6 (19.3%) 3 (13%) 0 (0%)
Guilt (perceived inability to meet child’s needs) secondary 6 (18.8%) 6 (19.3%) 2 (8.7%) 2 (6.3%)
Note: Figures in the parentheses are percentages. Figures in the boldface represent the two most frequently cited categories for each group.


























Type of emotion Temporal
order
Type of Psychopathology 
Externalizing Intemalizing Somatic Complaints 
(n = 32) (« = 31) {n = 25)
Control
(«=32)
Dukh’ (due to child’s suffering) primary 21 (67.7%) 13 (41.9%) 12 (48%) 14 (43.6%)
Sympathy primary 6 (19.4%) 11 (35.5%) 8 (32%) 14 (43.6%)
secondary 0 (0%) 0 (0%) 2 (8%) 2 (6.3%)
Worry (re: child’s health) primary 4 (12.5%) 4 (12.9%) 1 (4%) 5 (15.6%)
secondary 8 (25%) 7 (22.6%) 5 (20%) 6 (18.8%)
Anxiety /nervousness primary 1 (3.1%) 3 (9.7%) 4 (16%) 0 (0%)
secondary 4 (12.5%) 4 (12.9%) 3 (12%) 1 (3.1%)
Anger secondary 3 (9.4%) 2 (6.7%) 0 (0%) 0 (0%)
Note: Figures in the parentheses are percentages. Figures in the boldface represent the two most frequently cited categories for each group.



































Feeling Type x Type o f Psychopathology Interaction in Mothers ’ Belief concerning Controllability o f their Children’s Feelings o f 
Anger, Sadness, and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing {n =32) Intemalizing (n = 31) Somatic Complaints {n = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 3.65l,a .95 3.81 i,a 1.12 4.42,, 2, a 1.62 4.672, a .95
Sadness 4.25 ,,b .80 3.82,,b .68 4.712,a .87 4.952, a, b 1.28
Pain 4.83,,c 1.08 4.75,.b 1.33 4.56,,a 1.11 5.24,, b 1.22
Note. Means in the same row that do not share numerical subscripts differed at < .05 in the Bonferroni multiple comparisons. Means in the same


































Feeling Type x Type o f Psychopathology Interaction in Mothers' Belief concerning Legitimacy o f their Children's Feelings o f Anger,
Sadness, and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing (n -32) Intemalizing (n = 31) Somatic Complaints (n = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 4.16i,a 1.24 4.32,,a 1.31 3.48,, a 1.50 4.22,, a 1.30
Sadness 5.00 i,b 1.62 5.16,,b 1.22 4.34,,b 1.46 5.04,.b 1.15
Pain 5.25,,b 1.42 6.02,, 2,c .96 6.222, c 1.30 5 .7 8 i ,2.c .97
Note. Means in the same row that do not share numerical subscripts differed atp < .05 in the Bonferroni multiple comparisons. Means in the same
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Table 30
Feeling Type x Type o f Psychopathology Interaction in Mothers ’ Belief concerning Uncontrollability o f Anger, Sadness, and Physical 
Pain due to Child’s Immaturity
Feeling type
Type of Psychopathology 
Externalizing {n =32) Intemalizing (« = 31) Somatic Complaints (n = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 4.08,,, 1.34 4 .67 ,,  a 1.45 2.952, a 1.49 3.96,, 2, a 1.84
Sadness 4.41,,a 1.59 4.68,, a 1.66 3.1l2,a 1.58 4.33,,a,b 1.70
Fain 4.27,,a 1.67 5.22,, a 1.70 4.80,,b 1.90 4.73,,b 1.67
Note. Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same
































Feeling Type x Type o f Psychopathology Interaction in Mothers' Belief concerning Acceptability o f their Children's Expressions o f 
Anger, Sadness, and Physical Pain
Type of Psychopathology
Externalizing {n =32) Internalizing {n = 31) Somatic Complaints {n = 25) Control group {n =32)
Feeling type M SD M SD M SD M SD
Anger 4.13],2,a 1.28 4 .3 2 ) ,a 1.30 3.482, a 1.06 3 . 1 1  X, 2, ^ 1.33
Sadness 5.24 i.b 1.41 5 .17 ,,2,b 1.33 4.342, b 1.56 5.04,, 2., b 1.19
Pain 5.68i,b 1.50 5 .99 ,.c 1.13 5 .97 ,,c 1.41 6.31,,c .79
Note. Means in the same row that do not share numerical subscripts differed atp < .05 in the Bonferroni multiple comparisons. Means in the same
































Mothers' Beliefs concerning Appropriate Behavior when Child is Angry f'What do you consider an appropriate behavior when your 
child is feeling angry? ”)
Type of Psychopathology 




{n =32) (« = 31) {n = 24) («=32)
Accommodate to the situation 12 (37.5%) 11 (35.5%) 11 (45.8%) 14 (43.8%)
Control expression 5(15.6%) 4(13.3%) 2 (8.3%) 5(15.6%)
Communicate calmly 2 (9.4%) 2 (6.5%) 3 (12.5%) 6 (18.8%)
Passive withdrawal 0 (0%) 4 (12.9%) 4(16.7%) 3 (9.4%)
No behavior appropriate 2 (6.3%) 1 (3.3%) 5 (20.8%) 0 (0%)
All behaviors appropriate 11 (34.4%) 9 (30%) 1 (4%) 4 (12.5%)
































M others' Beliefs concerning Appropriate Behavior when Child is Sad ('‘What do you consider an appropriate behavior when your 
child is feeling sad? f
Type of Psychopathology 
Externalizing Intemalizing Somatic Complaints Control
(«=32) (« = 31) (n = 23) (n =32)
Accommodate to the situation 10 (31.3%) 11 (35.5%) 10 (43.4%) 14 (43.8%)
Control expression 3 (9.4%) 2 (6.5%) 3 (13%) 4 (12.5%)
Communicate calmly 5 (15.6%) 3 (9.7%) 0 (0%) 6 (18.8%)
Passive withdrawal 2 (6.3%) 6 (19.3%) 4(17.4%) 5(15.6%)
No behavior appropriate 3 (9.4%) 0 (0%) 6(26.1%) 3 (9.4%)
All behaviors appropriate 9 (28.1%) 9 (29%) 0 (0%) 3 (9.4%)






























Mothers' Beliefs concerning Appropriate Behavior when Child is feeling Physical Pain f'What do you consider an appropriate 
behavior when your child is feeling pain?')
Type of Psychopathology
Externalizing Intemalizing Somatic Complaints Control
(n =32) (n = 31) (n = 25) in =32)
Verbal communication of feeling 27 (84.4%) 25 (80.6%) 19 (76%) 29 (90.6%)
Not make a big deal 5 (15.6%) 6(19.3%) 6 (24%) 3 (9.4%)
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Table 35
Feeling Type x Type o f Psychopathology Interaction in Mothers' Minimizing Responses to Children *s Displays ofAnger, Sadness, and 
Physical Pain
Feeling type
Type of Psychopathology 
Externalizing {n =32) Intemalizing (n = 31) Somatic Complaints {n = 25) Control group {n =32)
M SD M SD M SD M SD
Anger 5.51,,a 1.72 5.39,,a 1.75 5.74,,a 1.68 2.692, a 2.08
Sadness 5.06 1, a, b 1.76 5.10i,a 1.94 5.55,, a 1.67 2 .682, a 1.85
Pain 4 .48 ,,b 1.75 4.01i,b 1.85 3.34,,2,b 2.10 2.302,a 1.58
Note, Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same































Feeling Type x Type o f Psychopathology Interaction in Mothers ’ Responses involving Behavioral Punishment to Children’s Anger, 
Sadness, and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing (« =32) Intemalizing (« = 31) Somatic Complaints (« = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 4.22,, a 1.80 3.51,.2,a 1.56 4.37,.a 1.55 2.53 2,a 1.87
Sadness 2.41i,2,b 1.53 2.42,,2, b 1.87 2.53,,b 1.57 1.422,b 1.29
Pain 2.01,,b 1.34 1.83,,b 1.54 1.49,,2,c 1.09 1.032,b .13
Note. Means in the same row that do not share numerical subscripts differed atp < .05 in the Bonferroni multiple comparisons. Means in the same































Feeling Type x Type o f Psychopathology Interaction in Mothers' Responses involving Psychological Punitiveness to their Children 5 
Anger, Sadness, and Physical Pain
Feeling tj^e
Type of Psychopathology 
Externalizing {n =32) Intemalizing (n = 31) Somatic Complaints (n = 25) Control group {n =32)
M SD M SD M SD M SD
Anger 5.18,,a 1.62 4.73,,2.a 1.83 5.97,,a 1.28 3.79 2,a 2.20
Sadness 3.82 ,,b 1.96 3.73i,b 1.86 4 .9 9 , ,b 1.79 2.252, a,b 1.49
Pain 2.44 ,,  e 1.54 2.29,, c 1.75 1-82,,2,c 1.39 l-892.b 1.58
Note. Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same
column that do not share alphabetical subscripts differed at/? < .05 in the Bonferroni multiple comparisons.
CD"D
OO.Co





























Feeling Type x Type o f  Psychopathology Interaction in Mothers * Responses involving Tolerance to their Children *s Anger, Sadness, 
and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing (« -32) Intemalizing (« = 31) Somatic Complaints (« = 25) Control group {n =32)
M SD M SD M SD M SD
Anger 4 .4 0 , .a 1.64 4.35 i,a 1.59 2.372. a .86 4.29,, a 2.26
Sadness 4.81 i,a,b 1.75 5.38,.b 1.51 3.032, a 1.50 5.28,, b 1.46
Pain 5.33i.b 1.59 5.52,.b 1.40 5.46,, b 1.39 5.61,,b 1.26
Note. Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same
































Feeling Type x Type o f Psychopathology Interaction in Mothers * Responses involving Physical Comforting to their Children's Anger, 
Sadness, and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing (n =32) Intemalizing {n = 31) Somatic Complaints (n = 25) Control group {n =32)
M SD M SD M SD M SD
Anger 4.92 ,,  2, a 1.59 5 .6 4 , ,a 1.38 3.932, a 1.61 4.81,,a 1.85
Sadness 6.38 i,b 1.27 6.42,, b .99 4.892, b 1.18 6.55,, b .86
Pain 6 .1 2 , ,b 1.31 6.42,, b .91 6 .35 ,,c .94 6.59,,b 1.00
Note. Means in the same row that do not share numerical subscripts differed dXp< .05 in the Bonferroni multiple comparisons. Means in the same
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Table 40
Feeling Type x Type o f Psychopathology Interaction in Mothers' Responses involving Verbal Comforting to their Children s Anger, 
Sadness, and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing (n =32) Internalizing (n = 31) Somatic Complaints {n = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 5.38,,a 1.53 6.00 ,,a 1.24 4.232, a 1.46 5.33,,2.a 1.68
Sadness 6.29 i,b 1.28 6 .5 7 , ,a .82 5.2l2,b 1.04 6.72i, b .55
Pain 6.19,,b 1.53 6.37,,a .91 6.32,,c 1.00 6.78,,b .37
Note. Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same






























Feeling Type x Type o f Psychopathology Interaction in Mothers ’ Responses that Convey that Expression is Unacceptable to their 
Children’s Anger, Sadness, and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing (n =32) Internalizing (n = 31) Somatic Complaints (h = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 5.10i,2,a 1.61 4.83 1,2, a 1.44 5.63,,a 1.45 4.352, a 1.63
Sadness 4.45 1,, 1.90 4.35,,a 1.46 5.24,, a 1.54 2.832, b 1.75
Pain 3 .1 4 , ,b 2.04 2.79,,2,b 1.76 2.46,, 2,b 1.66 1.832, c 1.19
Note. Means in the same row that do not share numerical subscripts differed s t p <  .05 in the Bonferroni multiple comparisons. Means in the same


































Feeling Type x Type ofPsychopathology Interaction in Mothers * Responses that Encourage their Children's Expressions o f Anger, 
Sadness, and Physical Pain
Feeling type
Type of Psychopathology 
Externalizing (n =32) Internalizing (n = 31) Somatic Complaints (n = 25) Control group (n =32)
M SD M SD M SD M SD
Anger 2.16,,a 1.59 1.82,,a 1.07 1.50,,a 1.45 1.30i,a .87
Sadness 2-85,,a, b 1.91 2.73,,b 1.84 1.462, a 1.11 1.93,,2,a,b 1.83
Pain 3.14,,b 1.87 3.09],2,b 1.64 3.37,,2,b 2.23 2.182,b 1.98
Note. Means in the same row that do not share numerical subscripts differed at/? < .05 in the Bonferroni multiple comparisons. Means in the same



























Mothers ’ Behavioral Responses to their Children's Expression o f Anger
Type of Psychopathology 
Externalizing Internalizing Somatic Complaints 
(«=32) (« = 31) (« = 24)
Control
{n -32)
Hear what the child has to say primary 0 (0%) 1 (3.3%) 1 (4.2%) 5 (15.6%)
Vague explanation primary 14 (43.8%) 16 (53.3%) 11 (45.8%) 7(21.9%)
Specific explanation primary 4 (12.5%) 6 (20%) 1 (4.2%) 10 (31.3%)
Verbal comforting primary 0 (0%) 1 (3.3%) 0 (0%) 0 (0%)
secondary/tertiary 4 (12.5%) 2 (6.7%) 0 (0%) 1 (3.1%)
Negotiate a compromise secondary/tertiary 1 (3.1%) 0 (0%) 0 (0%) 2 (6.3%)
Give in secondary/tertiary 5 (15.6%) 1 (3.3%) 0 (0%) 2 (6.3%)
Cajoling primary 7 (21.9%) 2 (6.7%) 0 (0%) 2 (6.3%)
secondary/tertiary 4 (12.5%) 7 (22.6%) 2 (8.4%) 1 (3.1%)
Convey that behavior primary 2 (6.3%) 1 (3.3%) 1 (4.2%) 2 (6.3%)
is unacceptable secondary/tertiary 1 (3.1%) 0 (0%) 1 (4.2%) 2 (6.3%)


























Type of Psychopathology 
Externalizing Internalizing Somatic Complaints Control
(n =32) (« = 31) (n = 24) (n=32)
Ignore behavior primary 2 (6.3%) 1 (3.3%) 3 (12.5%) 1(3.1%)
secondary /tertiary 0 (0%) 0 (0%) 0 (0%) 3 (9.4%)
minimizing significance secondary /tertiary 1 (3.1%) 0 (0%) 3 (12.5%) 0 (0%)
scolding primary 2 (6.3%) 1 (3.3%) 5 (20.8%) 3 (9.4%)
secondary /tertiary 5 (15.6%) 9 (30%) 9 (37.5%) 6 (18.8%)
spanking primary 1 (3.1%) 2 (6.7%) 1 (4.2%) 0 (0%)
secondary/tertiary 9 (28.1%) 6 (19.3%) 7 (29.2%) 3 (9.4%)
stop talking to the child primary 0 (0%) 0 (0%) 1 (4.2%) 2 (6.3%)
secondary/tertiary 4 (12.5%) 3 (9.7%) 2 (8.3%) 9(28.1%)
love withdrawal secondary /tertiary 1 (3.1%) 3 (9.7%) 3 (12.5%) 0 (0%)
instilling fear secondary/tertiary 2 (6.3%) 5 (16.7%) 4(16.7%) 0 (0%)
crying secondary/tertiary 3 (9.4%) 1 (3.3%) 0 (0%) 1 (3.1%)



























Mothers ’ Behavioral Responses to their Children's Expression o f Sadness
Type of Psychopathology 
Externalizing Internalizing Somatic Complaints Control
(n=32) (« = 31) (n = 23) {n =32)
Hear what the child has to say primary 0 (0%) 0 (0%) 0 (0%) 3 (9.4%)
Vague explanation primary 14 (43.7%) 12 (38.7%) 9 (39.1%) 9 (28.1%)
Specific explanation primary 5 (15.6%) 3 (9.7%) 2 (8.7%) 11 (34.4%)
Verbal comforting primary 1 (3.1%) 0 (0%) 0 (0%) 3 (9.4%)
secondary/tertiary 2 (6.3%) 1 (3.2%) 0 (0%) 6 (18.8%)
Physical comforting primary 3 (9.4%) 4 (12.9%) 0 (0%) 5 (15.6%)
Help find a solution secondary /tertiary 1 (3.1%) 0 (0%) 0 (0%) 3 (9.4%)
Cajoling primary 5 (15.6%) 7 (22.6%) 4(17.4%) 0 (0%)
secondary /tertiary 4(12.5%) 9 (29.03%) 1 (4.2%) 3 (9.4%)
Distracting secondary /tertiary 2 (6.2%) 9 (29.03%) 6(26.1%) 5 (15.6%)


























Type of Psychopathology 
Externalizing Internalizing Somatic Complaints Control
(«=32) (« = 31) (« = 23) («=32)
minimizing significance primary 3 (9.4%) 1 (3.2%) 6(26.1%) 1 (3.1%)
secondary/ tertiary 2 (6.3%) 2 (6.5%) 4 (16.7%) 0 (0%)
scolding primary 4 (12.5%) 2 (3.3%) 2 (8.7%) 0 (0%)
spanking primary 0 (0%) 2 (6.7%) 0 (0%) 0 (0%)
secondary/tertiary 1 (3.1%) 1 (3.2%) 2 (8.3%) 1 (3.1%)
Ignore behavior secondary/tertiary 0 (0%) 0 (0%) 3 (12.5%) 0 (0%)
stop talking to the child secondary /tertiary 3 (9.4%) 3 (9.7%) 0 (0%) 4 (12.5%)
Crying secondary /tertiary 3 (9.4%) 2 (6.4%) 0 (0%) 0 (0%)
































Mothers' Behavioral Responses to their Children *s Expression o f Physical Pain
Type of Psychopathology 
Externalizing Internalizing Somatic Complaints 
{n =32) (« = 31) (h = 25)
Control
{n =32)
Verbal comforting primary 1 (3.1%) 1(3.3%) 0 (0%) 2 (6.3%)
secondary 2 (6.3%) 7 (22.6%) 4 (16%) 7 (21.9%)
Physical comforting primary 3 (9.4%) 5(16.1%) 3 (12%) 2(6.3%)
secondary 4 (12.5%) 3 (9.7%) 0 (0%) 6(18.8%)
Solution-oriented primary 26 (83.9%) 21 (67.7%) 21 (84%) 28 (87.5%)
Explanation primary 3 (9.4%) 4 (12.9%) 0 (0%) 0 (0%)
secondary 3 (9.7%) 3 (9.7%) 3 (12%) 4(12.5%)
Scolding secondary 0 (0%) 2 (6.7%) 0 (0%) 0 (0%)





















Type of Psychopathology 
Externalizing Internalizing Somatic Complaints 














Child’s physical health primary 2 (6.3%) 2 (6.7%) 4(16.7%) 1 (3.1%)
Q
■o secondary 1 (3.1%) 0 (0%) 1 (4.2%) 3 (9.4%)
O’
g; To ensure child compliance primary 5 (15.6%) 5 (16.1%) 6 (25% ) 5 (15.6% )
o
Q . secondary 0 (0%) 3 (10%) 2 (8.3%) 3 (9.4%)
3
O To calm child’s anger primary 0 (0%) 0 (0%) 0 (0%) 5 (15.6% )
■D
CD Being angry would not
3C/)C/) calm child’s anger primary 9 (2 8 .1 % ) 7 (22.6% ) 2 (8.3%) 1 (3.1%)
o'o Reference to children’s primary 4 (12.5%) 4 (13.3%) 0 (0%) 5 (15.6% )






























Type of Psychopathology 
Externalizing Internalizing Somatic Complaints 
(n =32) (« = 31) («= 24)
Control
{n =32)
immature /fragile character secondary 3 (9.4%) 0 (0%) 2 (8.3%) 1 (3.1%)
Social disapproval primary 2 (6.3%) 1 (3.3%) 4(16.7%) 0(0%)
Reference to parenting role secondary /tertiary 2 (6.3%) 1 (3.3%) 1 (4.2%) 3 (9.4%)
Reference to personal stress primary 0 (0%) 1 (3.3%) 0 (0%) 0 (0%)
secondary /tertiary 4 (12.5%) 1 (3.3%) 2 (8.3%) 0 (0%)
Perceived lack of primary 1 (3.1%) 1 (3.3%) 0 (0%) 0 (0%)
alternate methods secondary /tertiary 3 (9.4%) 1 (3.3%) 0 (0%) 0 (0%)




























Mothers' Justifications for their Behavioral Responses to their Children 5 Expression o f Sadness
Justification Temporal order
Type of Psychopathology 
Externalizing Internalizing Somatic Complaints 
(«=32) (« -3 1 ) {n = 23)
Control 
{n =32)
Socialization primary 4 (12.5%) 2 (6.7%) 6 (26.1%) 9 (28.1%)
Child’s well-being primary 4 (12.5%) 2 (6.7%) 5 (21.7%) 2 (6.3%)
secondary 1 (3.1%) 1 (3.3%) 4(17.4%) 3 (9.4%)
To ensure child compliance primary 6 (18.8%) 6 (19.4%) 3(13.1%) 2 (6.3%)
secondary 1 (3.1%) 0 (0%) 2 (8.7%) 1 (3.1%)
To calm child’s sadness primary 3 (9.4%) 7 (22.6%) 1 (4.3%) 8 (25%)
secondary 1 (3.1%) 0 (0%) 0 (0%) 0 (0%)
Reference to children’s primary 9(28.1%) 8 (25.8%) 0 (0%) 8 (25%)
immature /fragile character secondary 1 (3.1%) 1 (3.3%) 0 (0%) 1 (3.1%)
Futility of sadness primary 0 (0%) 2 (6.7%) 5(21.7%) 0 (0%)

























Type of Psychopathology 
Externalizing Internalizing Somatic Complaints Control
(n=32) (n = 31) (n = 23) (n =32)
Reference to parent-child primary 1 (3.1%) 0 (0%) 0 (0%) 3 (9.4%)
relation secondary 0 (0%) 0 (0%) 0 (0%) 2 (6.3%)
Perceived lack of primary 3 (9.4%) 1 (3.3%) 1 (4.3%) 0 (0%)
alternate methods secondary 0 (0%) 2 (6.7%) 0 (0%) 0 (0%)
Personal stress secondary 2 (6.3%) 1 (3.3%) 0 (0%) 1 (3.1%)
No reason provided primary 2 (6.3%) 3 (9.7%) 2 (8.7%) 0 (0%)
CDQ.





































Mothers * Justifications for their Behavioral Responses to their Children *s Expression o f Physical Pain
Justification Temporal order
Type of Psychopathology 
Externalizing Internalizing Somatic Complaints 
(«=32) (n = 31) (n = 25)
Control
{n =32)
To alleviate pain primary 26 (83.9%) 27 (87.1%) 23 (96%) 30 (93.8%)
secondary 3 (9.4%) 4 (12.9%) 1 (4%) 2 (6.3%)
Reference to child’s health primary 1 (3.1%) 1 (3.3%) 1 (4%) 2 (6.3%)
secondary 5 (15.6%) 2 (6.7%) 6 (24%) 3 (9.4%)
Reference to prevention of primary 5 (15.6%) 2 (6.7%) 1 (4%) 0 (0%)
bigger problem/illness secondary 1 (3.1%) 2 (6.7%) 4 (16%) 5 (15.6%)
Reference to socialization primary 0 (0%) 1 (3.3%) 0 (0%) 0 (0%)
secondary 2 (6.3%) 0 (0%) 2 (8%) 1 (3.1%)
Note. Figures in the parentheses are percentages. Figures in the boldface represent the two most frequently cited categories for each group.
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Appendix A 
Introductory Letter to the Parents
Dear Parents:
I am a PhD student in the department of psychology at the University of Windsor, in Ontario, 
Canada. At present, I am in India to collect data for my dissertation. The purpose of my 
research is to examine psychological and physical difficulties in Gujarati children. Gujarati 
parents’ beliefs regarding psychological and physical symptoms, their own feelings when 
their children express psychological and physical symptoms, and their responses to their 
children’s expressions are also examined.
I invite you (mothers) and your child to participate in this research. This research will be 
conducted in two phases, and will require the participation of mothers in phase one, and both 
mothers and children in phase two. In the first phase, you (mothers) will he asked to 
complete a checklist of 100 different problem behaviors that are observed in children and 
adolescents, and judge how frequently these problems are observed in your child. It will take 
approximately 30 to 45 minutes to complete this form. Some mothers from the first phase 
will be contacted for further participation. If you are contacted, the second phase will include 
an interview with your child (30 minutes), three questionnaires for you to complete (60 
minutes), and an interview with you (30 to 45 minutes).
If you would like to participate in this research, please complete the following form and 
return it to the school. Once I receive the completed form, I will contact you and provide you 
with more information about the research. At that time, you will have an opportunity to 
decide whether to participate. In the meantime, if you have any questions, you can contact 
me at the Department of Psychology, Gujarat University, Ahmedabad at phone number 6303 
562.




If you would like to participate, please retum this portion:
I am interested in participating in your research, or would like more information. Please
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Appendix B 
Consent Form- Phase One
Project title: “Psychopathology in Asian Indian children: Links with emotion regulation 
and socialization”
This is the letter of consent in order to participate in the first phase of the research project 
mentioned above. This is to invite you to participate in the research undertaken by 
Vaishali Raval, who is a doctoral student in the Department of Psychology at the 
University of Windsor, Ontario, Canada. This research is being done under the guidance 
of Dr. Tanya Martini, a faculty member (professor) in the same department. Vaishali 
Raval is completing this research in the partial fulfillment of the degree of PhD, and she 
is awarded the Social Sciences and Humanities Research Council doctoral fellowship 
awarded for this research.
If you have any questions or concerns about this research while it is being conducted, you 
can contact Vaishali Raval at the Department of Psychology, Gujarat University, 
Ahmedabad, India (Phone Number: 6303562). Later, you can contact Vaishali Raval or 
Dr. Tanya Martini at Department of Psychology, University of Windsor, 401 Sunset 
Avenue, Windsor, Ontario, Canada N9B 3P4.
The purpose of this research is to assess the fi-equency and intensity of psychological and 
physical symptom pattems in Gujarati Indian children between the ages six and eight 
years. If you decide to participate in this study, you will be asked to do the following:
You will be asked to complete a form that lists approximately 100 items describing the 
behavioral problems observed in children. You will be asked judge the extent to which 
the description in each item is true for your child. In addition, you will be asked to 
evaluate some statements concerning your beliefs regarding physical and psychological 
problems in your child. It will take approximately 30 to 45 minutes to complete this. 
Please note that you may or may NOT be contacted for further participation in this 
research. Even if you are not contacted for further participation, you will receive a letter 
describing major findings of this research.
Your responses to each item will be scored and compared to the established norms 
developed on the basis of the responses given by Gujarati mothers regarding their six to 
eight year old children. If we find that your child’s problem behaviors are beyond what is 
typical for Gujarati children of the same age, you will be contacted. We will provide you 
with the information about organizations working in the field of mental health in the city 
of Ahmedabad. We will encourage you to contact those organizations, and will also help 
you to get those services if you like. It is important to identify children who may have 
behavior problems, so they can be provided with necessary treatments. It is possible that 
some parents may feel tense or anxious after finding such information.
Please note that the information that you provide will be strictly confidential. It will not 
be used for purposes other than this research, and will not be shared with others who are 
not part of this project. No identifying information will be associated with your response 
sheets, which contain your answers. The response sheets have an identification number.
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which will be used only by the researchers to find your identifying information if needed. 
The forms that have your identifying information will be kept separately from your other 
response sheets. In case of child abuse or victimization, this information needs to be 
disclosed to the relevant legal body. If it is relevant for any court cases, the information 
from this research may be disclosed.
Your participation in this research is voluntary. If you don’t want to answer a particular 
question, you can do that. If you want to withdraw from the study at any stage, you can 
leave without any clarification or penalty. You will receive a small token of appreciation 
regardless of whether you decide to continue or withdraw participation at any time.
Signature of research participant:
I have understood the information provided about the research project mentioned above. I 
have been satisfied with the answers provided to my questions. I voluntarily agree to 
participate in this research, and I have received a copy of this letter.
Name of participant
Signature of participant Date
Signature of investigator:
In my judgment, the participant has agreed to participate in this research voluntarily and 
with adequate understanding of what the participation involves.
(Signature of investigator) Date
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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Appendix C
Gujarati Adaptation of the Child Behavior Checklist for Ages 6-17
Tnformation about the child:
Child’s full name:
Child’s gender: boy girl Child’s age:
Today’s date: date mo yr  Child’s birth date: date mo yr_
Birth order of the child (please circle one): 1 2 3 4 5 6 7
Name of the School: Standard and class:
Information about the family:
Father’s education :_________________  Father’s occupation:_
Mother’s education:_________________  Mother’s occupation:
Person providing information on this form: mother father other_
Family type: joint nuclear Annual family income:___________
Number of persons in the household: 
Religion:______________________ Caste:_________________________
Socioeconomic information
Type of residence: Owned Rented Provided by the government
Please check the one that applies:
1. One or two rooms without an independent toilet
2. Two rooms with a toilet
3. Three to four rooms (Flat, bungalow, row house)
4. Five rooms (Flat, Bungalow, Row House)
5. More than five rooms (a Bungalow with a garden)
Vehicles in your household (please check all that applies):
Bicycle Moped Scooter or Motorbike
Small car A big/ mid-size car or more than one small cars
Instructions about completing this form:
The following items describe your child as observed presently or within the past six 
months. Please complete each item by circling the appropriate number, 0,1, or 2. If what 
the item describes is very true for your child or happens very frequently, circle 2. If what 
the item describes is somewhat true or happens sometimes, then circle 1. If it is not true 
or doesn’t happen at all, then circle 0. Please complete all the items even if they do not 
apply to your child. This form is prepared to help children and their parents, so please 
provide answers that are true to your knowledge.
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Please Note: 0 = not at all true /doesn’t happen
1 = somewhat trae /happens sometimes
2 = very trae /happens very frequently
1. Acts like too young compared to his/her age 0 1 2
2 . Drinks alcohol without parent’s permission 0 1 2
3. Argues a lot 0 1 2
4. Fails to complete the tasks he/she starts 0 1 2
5. Enjoys very little 0 1 2
6. Has bowel movements outside the toilet 0 1 2
7. Boasting 0 1 2
8. Has difficulty in concentration; can’t be attentive for long 0 1 2
9. Unable to get his/her mind off particular thoughts; is obsessive 0 1 2
10. Unable to sit quietly; is restless or hyperactive 0 1 2
11. Is overdependent on adults 0 1 2
12. Complaints that he/she is lonely 0 1 2
13. Seems to be confused 0 1 2
14. Cries a lot 0 1 2
15. Be cruel towards animals 0 1 2
16. Be cruel or mean to others 0 1 2
17. Indulges daydreaming; gets lost in his/her own thoughts 0 1 2
18. Deliberately harms own self or attempts suicide 0 1 2
19. Demands a lot of attention; tries to get attention from others a lot 0 1 2
20. Destroys his/her own things 0 1 2
21. Destroys/breaks the things of other people 0 1 2
22. Is disobedient at home 0 1 2
23. Is disobedient at school 0 1 2
24. Does not eat enough 0 1 2
25. Is not able to get along with other children 0 1 2
26. Is not feeling guilt or shame for own misbehavior 0 1 2
27. Feels easily jealous 0 1 2
28. Breaks rales at home, school, or at other places 0 1 2
29. Is afraid of animals, situations, or places other than school 0 1 2
30. Is afraid to go to school 0 1 2
31. Is afraid that he/she might think or do something bad 0 1 2
32. Thinks that he/she should be perfect 0 1 2
33. Feels and complaints that “nobody loves me” 0 1 2
34. Feels that people are eager to harm him/her 0 1 2
35. Thinks that his/her self is worthless, feels inferior 0 1 2
36. Is accident-prone and gets hurt a lot 0 1 2
37. Gets involved in many fights 0 1 2
38. Gets teased a lot by others 0 1 2
39. Likes to be with others who get in trouble 0 1 2
40. Hears sounds or voices that really do not exist 0 1 2
41. Acts impulsively/acts without thinking 0 1 2
42. Prefers to be alone than to be with others 0 1 2
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43. Is lying or cheating 0 1 2
44. Bites the nails 0 1 2
45. Is nervous or tense 0 1 2
46. TwitchinR movements (please describe) 0 1 2
47. Has nightmares 0 1 2
48. Is not liked by other children 0 1 2
49. Constipation or no bowel movements 0 1 2
50. Very fearful or anxious 0 1 2
51. Feels dizzy 0 1 2
52. Feels very guilty 0 1 2
53. Overeating 0 1 2
54. Feels overtired without a sufficient cause 0 1 2
55. Is overweight 0 1 2
56. Physical complaints without medical cause;
a) Has physical pain and aches (other than stomach or headaches) 0 1 2
h) Has headaches 0 1 2
c) Has nausea, feeling of sickness 0 1 2
d) Has problem in eyes (having glasses is not included)
(please describe) 0 1 2
c) Has skin rashes or other skin problems 0 1 2
f) Has stomachaches 0 1 2
g) Vomits a lot 0 1 2
h) Other physical problems (please describe) 0 1 2
57. Attacks others physically 0 1 2
58. Rubs nose, skin, or other part of the body 0 1 2
59. Plays with own sex organs in public 0 1 2
60. Plays with own sex organs too much 0 1 2
61. Inadequate schoolwork 0 1 2
62. Poor coordination 0 1 2
63. Prefers to be with older children 0 1 2
64. Prefers to be with younger children 0 1 2
65. Refuses to talk 0 1 2
66. Repeats certain acts frequently, compulsive
(please describe) 0 1 2
67. Runs away from home 0 1 2
68. Is screaming a lot 0 1 2
69. Keeps all his/her matters secret 0 1 2
70. Sees things which do not exist
(please describe) 0 1 2
71. Is very self conscious or feels easily embarrassed 0 1 2
72. Sets fire 0 1 2
73. Sex problems (please describe) 0 1 2
74. Showing off or ftinny gestures 0 1 2
75. Too shy or timid 0 1 2
76. Sleeps less than others of own age 0 1 2
77. Sleeps more than others of own age during day and/or night
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(please describe) 0 1 2
78. Inattentive, easily distracted 0 1 2
79. Speech problems (please describe) 0 1 2
80. Stares blankly 0 1 2
81. Steals things at home 0 1 2
82. Steals things outside of home 0 1 2
83. Stores too many things he/she doesn’t need
(please describe) 0 1 2
84. Strange or unusual behavior (please describe) 0 1 2
85. Strange or unusual thoughts (please describe) 0 1 2
86. Stubborn or easily irritated 0 1 2
87. Sudden fluctuations in moods and feelings 0 1 2
88. Sulks too much 0 1 2
89. Is suspicious 0 1 2
90. Uses bad words or obscene language 0 1 2
91. Talks about killing him/herself 0 1 2
92. Talks or walks in sleep (please describe) 0 1 2
93. Talks too much 0 1 2
94. Teases too much 0 1 2
95. Is short tempered, has temper tantrums 0 1 2
96. Thinks about sex too much 0 1 2
97. Threatens others 0 1 2
98. Thumb sucking 0 1 2
99. Smokes, chews, or sniffs tobacco 0 1 2
100. Has trouble sleeping (please describe) 0 1 2
101. Truancy, skips going to school 0 1 2
102. Less active, slow in work, has inadequate energy 0 1 2
103. Is unhappy, sad, or depressed 0 1 2
104. Speaks loudly and makes too much noise in work 0 1 2
105. Takes drugs for nonmedical purposes
(alcohol or tobacco are not included) 0 1 2
106. Vandalism 0 1 2
107. Wets his/her clothes during the day by urinating 0 1 2
108. Wets the bed at night 0 1 2
109. Whining 0 1 2
110. Wishes to be of the opposite sex 0 1 2
111. Withdrawn, avoids interacting with others 0 1 2
112. Worries a lot 0 1 2
113. Please mention the problems your child has which are not listed above:
0 1 2
0 1 2
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Appendix D
Mothers’ Beliefs concerning controllability and legitimacy of symptoms
Please indicate the extent to which you consider the following types of complaints 
controllable using a 7-point scale (where 1 = not at all, 4 = somewhat controllable, 
and 7 = very controllable):
1. To what extent do you think physical complaints (i.e., stomach ache, headache, 
nausea)are controllable?
not at all somewhat controllable very controllable
2. To what extent do you think psychological symptoms (i.e., sadness, nervousness, 
fears) are controllable?
not at all somewhat controllable very controllable
3. To what extent do you think psychological symptoms (i.e., anger, aggression) are 
controllable?
not at all somewhat controllable very controllable
Please indicate the extent to which you consider the following types of complaints
legitimate using a 7-point scale (where 1 = not at all, 4 = somewhat legitimate, and
7 = very legitimate):
1 To what extent do you consider physical complaints (i.e., stomach ache, headache, 
nausea) legitimate?
not at all somewhat legitimate very legitimate
2 To what extent do you consider psychological symptoms (i.e., sadness, nervousness, 
fears) legitimate?
not at all somewhat legitimate very legitimate
3. To what extent do you think psychological symptoms (i.e., anger, aggression) are 
legitimate?
not at all somewhat legitimate very legitimate
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Appendix E 
Consent Form- Phase Two
Project title: “Psychopathology in Asian Indian children: Links with emotion regulation 
and socialization.”
This is the letter of consent in order to participate in the second phase of the research 
project mentioned above. This is to invite you to participate in the research undertaken by 
Vaishali Raval, who is a doctoral student in the Department of Psychology at the 
University of Windsor, Ontario, Canada. This research is being done under the guidance 
of Dr. Tanya Martini, a faculty member (professor) in the same department. Vaishali 
Raval is completing this research in the partial fulfillment of the degree of PhD, and she 
is awarded the Social Sciences and Humanities Research Council doctoral fellowship 
awarded for this research.
If you have any questions or concems about this research while it is being conducted, you 
can contact Vaishali Raval at the Department of Psychology, Gujarat University, 
Ahmedabad, India (Phone Number: 6303562). Later, you can contact Vaishali Raval or 
Dr. Tanya Martini at Department of Psychology, University of Windsor, 401 Sunset 
Avenue, Windsor, Ontario, Canada N9B 3P4.
The purpose of this research is to examine the ways in which Gujarati Indian children 
(between the ages six and eight years) who have different types (psychological, physical) 
of symptomatology differ in terms of regulating various feelings. In addition, Gujarati 
mothers’ own feelings, beliefs, and behaviors in response to their child’s feelings are also 
examined. If you and your child decide to participate in this study, you would be asked to 
do the following: Your child will be asked to participate in an interview, during which, 
he/she will be told nine stories involving him/her interacting with a family member or a 
peer. After each story, he/she will be asked to answer questions about how he/she would 
feel and respond in those situations. This will take approximately 30 minutes. You will be 
asked to complete two measures. The first measure describes nine hypothetical situations 
in which your child is expressing a feeling. You will be asked to report on your own 
feelings, beliefs, and behaviors in each hypothetical situation. The second measure lists 
statements regarding characteristics of children, and you are asked to rate your child with 
respect to each statement. Completing these measures will take up to 60 minutes. You 
will also be asked to participate in an interview, during which you will be asked questions 
about your own feelings, beliefs, and behaviors in response to your child’s feelings. This 
will take approximately 30 to 45 minutes. Once the study is completed, you will receive a 
letter describing major findings of this research.
Please note that the information that you and your child provide will be strictly 
confidential. It will not be used for purposes other than this research, and will not be 
shared with others who are not part of this project. No identifying information will be 
associated with your response sheets, which contain your answers. The response sheets 
have an identification number, which will be used only by the researchers to find your 
identifying information if needed. The forms that have your identifying information will
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be kept separately from your other response sheets. In case of child abuse or 
victimization, this information needs to be disclosed to the relevant legal body. If it is 
relevant for any court cases, the information from this research may be disclosed.
Both yours and your child’s participation in this research is voluntary. If you or your 
child don’t/ doesn’t want to answer a particular question, you can do that. If you or 
you’re your child would like to withdraw from the study at any stage, you can leave 
without any clarification or penalty. Your child will receive a small token of appreciation 
regardless of whether you and your child decide to continue or withdraw participation at 
any time.
Signature of research participant:
I have understood the information provided about the research project mentioned above. I 
have been satisfied with the answers provided to my questions. 1 voluntarily agree to 
participate in this research, and I have received a copy of this letter.
Name of participant
Signature of participant Date
Signature of investigator:
In my judgment, the participant has agreed to participate in this research voluntarily and 
with adequate understanding of what the participation involves.
(Signature of investigator) Date
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Appendix F 
Protocol for Child Assent
I am doing a project for my school, and I want to find out if children from your school 
would like to take part in it. I want to learn about children’s feelings and what they do 
when they feel angry, sad, or when they feel physical pain. If you participate, I will tell 
you nine stories about things that happen at school with your fiiends, or at home with 
your mother or father. These are not real stories, just pretend stories. Then, I will ask you 
to answer questions about each story. This is not a school test, and there are no right or 
wrong answers. Different children give different answers. All of this will take about 45 
minutes.
Except for me and the people who are working on this project, no one will know the 
answers you give to the questions. We will not tell your answers to anyone, not to your 
mother or father, not to your teacher, or to other children in school. You don’t have to 
answer any questions that you don’t want to answer, and you can stop answering the 
questions forever any time you want. You will not get in any trouble for that. No one will 
scold you for that. You will get a small gift, even if you don’t want to answer any 
questions. Also, you can ask me questions anytime you want.
Your mother said that you can take part in this project. You don’t have to, if  you don’t 
want to. Do you want to take part in this project?
If the child assents to participate, continue with the interview.
If the child doesn’t provide assent, do not continue with the interview. Give the child a 
gift, and say “its not a problem if you don’t want to do this. Thank you for talking with 
me, or I liked talking with you (as appropriate).”
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Appendix G
Scenarios for Emotion regulation Interview (Child)
Anger intended:
1. It is supper time and you are having the meal with your family. You don’t like the 
food your mother has cooked. You want to eat your favourite snacks (or junk food) 
instead of a regular meal. You tell your mother that you are not himgry.. .you don’t 
want to eat. But your mom does not listen to you. She serves you the food and tells 
you that you have to eat it. You sit and stare at your food, playing with it a little. All 
the others finish their dinner, and you are the only one left now. Your mother tells 
you that she if you will not finish your food, she is not going to let you go.
2. You come home from school and see that all of your toys, books, and other things are 
scattered on the floor. Your father tells you that your yoimger brother/sister was just 
playing with your things. You look at all of your toys taken apart scattered on the 
floor. He/she wasn’t juSt playing.. .he/she broke and damaged your things. You don’t 
like your siblings touching your stuff. You have even told them a thousand times that 
they should not touch your things but they don’t listen to you... and your father didn’t 
even say anything to them for touching your things. You just can’t tolerate this.
3. You are at your school and your teacher has gone out of the classroom for some time. 
She has assigned some work, and instmcted the class captain to look after the class. 
You are quietly doing your assigned work. A friend sitting next to you starts talking 
to you. You try to stop him/her but he/she continues talking. In the meantime, the 
captain sees you talking and asks you to stand up. You try to clarify that you were not 
the one talking. But the captain does not listen. S/he says that s/he will tell the 
teacher... and your friend is sitting there laughing at you.
Sadness intended:
4. Your birthday is coming up and you are very happy. Your mother has promised you 
a big party! Lots of friends, lots of gifts, and your favorite cake! You can’t wait for 
the day to come! You have invited all of your friends and your mother has made all 
the arrangements. The day before your birthday, it rains really hard. The water is up 
to people’s waists and all the roads are blocked. No one can come to your party. Your 
mother tells you that the party has to be cancelled.
5. For Janmashthami (a Hindu festival) celebration, you have been selected for the main 
role of Krishna/ Radha in your school drama. You suddenly became sick and could 
not go to school for about a week. You could not attend any rehearsals. The next 
week you go to school with your father and find out that they couldn’t wait for you, 
Janamashthami was approaching. They had to select another child for that role.
6. Harsh/Kajal is your very good friend. The two of you do a lot of activities together. 
You go to school together, you play together and you even live in the same
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neighbourhood. One day, when you go to school, you see that Harsh/Kajal looks very 
excited. He/she tells you that his/her family is migrating to America! They are leaving 
next month! He/she will live there from now on and will go to school there. You 
suddenly realize that you will not be able to meet for a long time...you will miss 
him/her.
Pain intended:
7. You have gone to your fnend’s birthday party and there are lots of things to eat. You 
eat a lot of chocolates, cake, and ice cream with your fhends. Your stomach feels full. 
You come home with your mother and your stomach begins to hurt. You wish you 
hadn’t eaten so much (adapted from Zeman & Garber, 1996).
8. It is Sunday evening and you have been playing outside in the neighbourhood. You 
are playing with your friends and running around. All of a sudden, you feel cramp in 
your side.Your foot hurts terribly and you don’t know what to do. You go home but 
your mother is not home. Your father sees you rushing in. It is really hurting you.
9. Today, in school, you’re not feeling well. You have got the flu and your head feels 
heavy and congested. It hurts. A few minutes later, it’s the recess time and you are 
with a friend. Now your head begins to hurt really badly and you feel very sick.
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Appendix H
Parent Response to Children’s Emotions Questionnaire
Tnstmctions:
We are interested in finding out how parents handle situations in which their children are 
feeling anger, sadness, or physical pain. Nine hypothetical situations in which your child 
is expressing one of the three feelings are described. We would like to know how you 
would feel and the way in which you would respond in each situation. Five different 
feelings and 12 different ways in which you can respond to the situation are listed. A 7- 
point scale is provided (where 1 = not very likely, 4 = somewhat likely, 7 = very likely) 
for you to respond. What you feel and the way in which you respond to these situations 
may depend on many things (such as your mood at the time, the situation you are in, etc.) 
so please indicate how LIKELY you would be to handle these nine situations in the way 
that we have listed. Please include other things that you might do in these situations, 
write them in the space provided, and indicate how likely you would be to respond to the 
situation in the way you have suggested.
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1. It is supper time and you are at the dinner table with your family. Your child doesn’t 
like eating the meal that you cook and wants to have snacks instead. Your child tells 
you that he/she is not hungry and that he/she doesn’t want to eat. You still serve the 
food and tell him/her that he/she has to eat it. Your child sits there staring at the food 
and playing with it while others finish their diimer. Your child is the only one left 
now. You tell him/her that you are not going to let him/her get up until he/she finishes 
the food. Your child looks angry at you.
I. How would you feel if you see your child expressing anger in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
not likely somewhat likely very likely
(b) Anxious/ distressed
not likely somewhat likely very likely
(c) Embarrassed
j ------------ I-------------- I--------------1------------- I-------------- I------------ 1
not likely somewhat likely very likely
(d) Disappointed
I ------------------------------I ----------------------------------1----------------------------------I ------------------------------- I --------------------------. . _ i ------------------------------1
not likely somewhat likely very likely
(e) Sympathetic
1----------- 1--------------- I--------------I------------ I I 1
not likely somewhat likely very likely
II. What would you do/say to your child? Please indicate all the things that you would do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(b) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that demonstrating anger in this situation is not acceptable and 
that s/he should stop immediately (expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing anger 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing anger 
(punitive: psychological)
I------------ I-------------- I--------------I------------ 1---------------I-------------I
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of anger (encourage)
not likely somewhat likely very likely
(g) Tolerate my child’s expression of anger (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express anger as it doesn’t change the situation 
(futility)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child why it is important to have meals at mealtime (Problem- 
focused: explanation)
not likely somewhat likely very likely
(1) Try to negotiate a compromise with my child (e.g.. Tell my child that if s/he will have 
meals at mealtime, s/he can have snacks at snack time) (problem focused: solution 
oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
not likely somewhat likely very likely
rv. How legitimate do you think is your child’s feeling of anger in this situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of anger in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement:
Your child’s expression of anger is uncontrollable due to immaturity
1------------- I-------------- | „ . ---------I---------------I -------------I
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express anger in this situation?
not appropriate somewhat appropriate very appropriate
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2. Your child comes to you and tells you that today when he/she came home from 
school, all of his/her toys were in a total mess, taken apart and scattered, and his/her 
books were lying on the floor. He/she tells you that dad told him/her that it was the 
younger sibling who was just playing. Your child tells you that he/she wasn’t just 
playing, he/she made a big mess and dad didn’t even scold him/her. Your child also 
tells you that he/she doesn’t like younger sibling touching his/her stuff. He/she has 
told the younger sibling not to touch his/her things a million times but the sibling 
doesn’t listen. Your child looks angry at the sibling.
I. How would you feel if you see your child expressing anger in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
j -------------- I----------------- I----------------- I ---------------I----------------- ( --------------- j
not likely somewhat likely very likely
(b) Anxious/ distressed
not likely somewhat likely very likely
(c) Embarrassed
not likely somewhat likely very likely
(d) Disappointed
not likely somewhat likely very likely
(e) Sympathetic
not likely somewhat likely very likely
n. What would you do/say to your child? Please indicate all the things that you would 
do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(b) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that demonstrating anger in this situation is not acceptable, and 
that s/he should stop immediately (expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing anger 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing anger 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of anger (encourage)
I -------------- I ----------------- j ---------------- 1---------------1----------------- 1--------------- I
not likely somewhat likely very likely
(g) Tolerate my child’s expression of anger (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
I -------------- j ----------------- j ---------------- I ---------------1----------------- 1----------------1
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express anger as it doesn’t serve anything 
(futility)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that the sibling is young and immature (Problem-focused: 
explanation)
not likely somewhat likely very likely
(1) Tell my child that I will talk to the sibling and ensure that this does not happen again 
(Problem-focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
not likely somewhat likely very likely
rv. How legitimate do you think is your child’s feeling of anger in this situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of anger in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement: 
Your child’s expression of anger is uncontrollable due to immaturity
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express anger in this situation? 
not appropriate somewhat appropriate very appropriate
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3. Your child comes home from school and tells you that today he got into trouble in 
school without having done anything wrong. He/she tells you that their teacher had 
left the classroom for a few minutes leaving the class captain in charge. Your child 
says that he/she was quietly doing the assigned work when a fnend started talking. 
Your child says that he/she told the friend to be quiet hut the friend kept talking. In 
the meantime, the captain heard your child talk and asked him/her to stand up. Your 
child says that he/she tried to explain that he/she was not talking. But the captain 
didn’t want to listen and the friend who was actually talking sat there laughing. Your 
child looks angry at the friend.
I. How would you feel if you see your child expressing anger in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
I------------ 1-------------- I--------------1------------1-------------- I -------------1
not likely somewhat likely very likely
(b) Anxious/ distressed
not likely somewhat likely very likely
(c) Embarrassed
1------------ I-------------- I-------------- i_----- . . . . . | --------------j -------------I
not likely somewhat likely very likely
(d) Disappointed
not likely somewhat likely very likely
(e) Sympathetic
not likely somewhat likely very likely
II. What would you do/say to your child? Please indicate all the things that you would do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(b) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that demonstrating anger in this situation is not acceptable, and 
that s/he should stop immediately (expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing anger 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing anger 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of anger (encourage)
not likely somewhat likely very likely
(g) Tolerate my child’s expression of anger (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express anger as it doesn’t change the situation 
(futiUty)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that these kinds of things happen and that the teacher can not
keep track of everything (problem-focused: explanation)
not likely somewhat likely very likely
(1) Tell my child that he/she should go and tell the teacher what had actually happened 
(problem-focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
not likely somewhat likely very likely
rv. How legitimate do you think is your child’s feeling of anger in this situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of anger in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement;
Your child’s expression of anger is uncontrollable due to immaturity
1----   I---------------I------------- I-------------I---------------1-------------I
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express anger in this situation? 
not appropriate somewhat appropriate very appropriate
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4. Your child’s birthday is coming up and s/he is very excited because you have 
promised him/her a big party! Lots of friends, lots of gifts, and the yummy cake!
S/he can’t wait for the day to come! You are making all the arrangements and your 
child is sending out invitations to all of his/her friends. The day before the birthday, it 
starts raining really hard. The water is up to the people’s waists and all the streets are 
blocked. There is no way to move around.. .no one can come to the party. You tell 
your child that s/he has to cancel the party. Your child looks sad.
I. How would you feel if you see your child expressing sadness in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
1----------- I-------------- I-------------- I------ . - . - I --------------1-------------j
not likely somewhat likely very likely
(b) Anxious/ distressed
not likely somewhat likely very likely
(c) Embarrassed
not likely somewhat likely very likely
(d) Disappointed
I----------- I---------------I-------------- I------------ I-------------- I -------------I
not likely somewhat likely very likely
(e) Sympathetic
not likely somewhat likely very likely
II. What would you do/say to your child? Please indicate all the things that you would 
do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(b) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that demonstrating sadness in this situation is not acceptable 
(expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing sadness 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing sadness 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of sadness (encourage)
not likely somewhat likely very likely
(g) Tolerate my child’s expression of sadness (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express sadness as it doesn’t change the 
situation (futility)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that it is raining and there is nothing we can do
(problem-focused: explanation)
not likely somewhat likely very likely
(1) Explain to my child that I will try to arrange another party at a later time (problem- 
focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
not likely somewhat likely very likely
IV. How legitimate do you think is your child’s feeling of sadness in this situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of sadness in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement: 
Your child’s expression of sadness is uncontrollable due to immaturity
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express sadness in this 
situation?
not appropriate somewhat appropriate very appropriate
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5. Your child was very excited to be selected for the lead role of Krishna/ Radha in the 
school drama for Janmashthami (a Hindu festival). S/he suddenly fell sick and 
couldn’t go to school for a whole week. S/he missed a lot of rehearsals. The next 
week your child goes to school with dad and fmds out that they couldn’t wait for 
him/her, Janamashthami was approaching.. .they had to select another kid to be 
Krishna/Radha. Your child comes home looking very sad.
I. How would you feel if you see your child expressing sadness in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
not likely somewhat likely very likely
(b) Anxious/ distressed
not likely somewhat likely very likely
(c) Embarrassed
not likely somewhat likely very likely
(d) Disappointed
not likely somewhat likely very likely
(e) Sympathetic
not likely somewhat likely very likely
II. What would you do/say to your child? Please indicate all the things that you would 
do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(b) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that demonstrating sadness in this situation is not acceptable 
(expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing sadness 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing sadness 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of sadness (encourage)
not likely somewhat likely very likely
(g) Tolerate my child’s expression of sadness (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express sadness as it doesn’t change the 
situation (futility)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that the teacher had to select another child because s/he was sick
(problem-focused: explanation)
not likely somewhat likely very likely
(1) Tell my child that we can try for him/her to take a part in the next school play 
(problem-focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
I-------- I-----------I---------- I--------- 1-----------I--------- I
not likely somewhat likely very likely
rv. How legitimate do you think is your child’s feeling of sadness in this situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of sadness in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement:
Your child’s expression of sadness is uncontrollable due to immaturity
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express sadness in this 
situation?
not appropriate somewhat appropriate very appropriate
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6. Your child comes home one day and tells you that today in school, X (name of a 
friend) was very excited. X (name of a friend) is a very good friend of your child.
The two of them do a lot of things together. They go to school together, they play 
together and even live next door. Your child tells you that X and his/her his family 
are migrating to America! They are leaving next month! S/he will live there from now 
on and will go to school there. Your child says that s/he won’t get to see the friend for 
a long time...s/he surely miss him/her. Your child looks sad.
I. How would you feel if you see your child expressing sadness in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
not likely somewhat likely very likely
(b) Anxious/ distressed
I-------- I-----------I---------- I---------1-----------1--------- 1
not likely somewhat likely very likely
(c) Embarrassed
not likely somewhat likely very likely
(d) Disappointed
, I-------- I-----------I---------- 1---------I-----------I--------- I
not likely somewhat likely very likely
(e) Sympathetic
not likely somewhat likely very likely
II. What would you do/say to your child? Please indicate all the things that you would 
do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(f) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that demonstrating sadness in this situation is not acceptable 
(expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing sadness 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing sadness 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of sadness (encourage)
not likely somewhat likely very likely
(g) Tolerate my child’s expression of sadness (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express sadness as it doesn’t change the 
situation (futility)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that the friend has to go with his/her family (problem-focused: 
explanation)
not likely somewhat likely very likely
(1) Tell my child s/he can always be in touch with the friend and write to him/her 
(problem-focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
not likely somewhat likely very likely
IV. How legitimate do you think is your child’s feeling of sadness in this situation?
I------------ I-------------- I----------. . . | -------------I------- -------I-------------I
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of sadness in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement;
Your child’s expression of sadness is uncontrollable due to immaturity
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express sadness in this situation? 
not appropriate somewhat appropriate very appropriate
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7. Your child has gone to a friend’s birthday party. You go to pick up your child and 
your child tells you that his/her stomach is hurting. There were lots of things to eat 
and all of them ate a lot of chocolates, cake, and ice-cream. Your child’s stomach 
feels full. S/he wishes they hadn’t eaten so much. Your child feels pain.
I. How would you feel if you see your child expressing pain in this situation? Please 
























11. What would you do/say to your child? Please indicate all the things that you would 
do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely
I - -
somewhat likely very likely




somewhat likely very likely
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(c) Convey to my child the expressing pain in this situation is not acceptable
(expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing pain 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing pain 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of pain (encourage)
1------------ I-------------- I-------------- I------------ I-------------- I -------------1
not likely somewhat likely very likely
(g) Tolerate my child’s expression of pain (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express pain as it doesn’t serve anything 
(futility)
I------------ I-------------- I--------------I------------ I-------------- I -------------I
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that if s/he eats too much s/he is going to have a stomach ache
(problem-focused: explanation)
not likely somewhat likely very likely
(1) Tell my child that I will give her/him some medicine so s/he will feel better soon 
(problem-focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
not likely somewhat likely very likely
rv. How legitimate do you think is your child’s feeling of physical pain in this 
situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you consider your child’s feeling of pain in this situation?
1---------I-----------I----------I--------- I----------- I--------- I
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement;
Your child’s expression of pain is uncontrollable due to immaturity
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express physical pain in this 
situation?
not appropriate somewhat appropriate very appropriate
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8. It’s a Sunday evening and you had gone out. You come home and your child looks 
like they are feeling pain. Your child tells you that s/he was playing outside in the 
neighbourhood. S/he was playing with friends and running around. All of a sudden, 
s/he felt cramp in the side...s/he had been running around too much! His/her foot 
began to hurt terribly and s/he didn’t know what to do. S/he decided to go home but 
found that you weren’t home. Dad saw him/her rushing in. It was really hurting 
him/her. He/she was feeling pain.
I. How would you feel if you see your child expressing pain in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
not likely somewhat likely very likely
(b) Anxious/ distressed
not likely somewhat likely very likely
(c) Embarrassed
not likely somewhat likely very likely
(d) Disappointed
not likely somewhat likely very likely
(e) Sympathetic
1------------ I---------------I--------------  I---------------I-------------I
not likely somewhat likely very likely
II. What would you do/say to your child? Please indicate all the things that you would do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(b) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that expressing pain in this situation is not acceptable 
(expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing pain 
(punitive: behavioral)
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing pain 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of pain (encourage)
not likely somewhat likely very likely
(g) Tolerate my child’s expression of pain (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express pain, as it doesn’t serve anything 
(futility)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that if s/he is running around too much s/he is going to have
cramps (problem-focused: explanation)
not likely somewhat likely very likely
(1) Tell my child that I will give her/him some medicine so s/he will feel better soon 
(problem-focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
I-------- I-----------1---------- I--------- I-----------1--------- I
not likely somewhat likely very likely
IV. How legitimate do you think is your child’s feeling of physical pain in this situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of pain in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement:
Your child’s expression of pain is uncontrollable due to immaturity
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express physical pain in this 
situation?
not appropriate somewhat appropriate very appropriate
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9. Your child comes home from school one day looking very sick. Your child tells you 
that today, in school, s/he was not feeling good. S/he had got the flu and his/her head 
felt very heavy and congested. It was hurting. During the recess time when s/he was 
with a friend. His/her head began to hurt really bad and s/he felt very sick S/he was 
feeling pain.
I. How would you feel if you see your child expressing pain in this situation? Please 
Indicate how likely it is that you would feel each of the following:
(a) Angry/ Frustrated
not likely somewhat likely very likely
(b) Anxious/ distressed
not likely somewhat likely very likely
(c) Embarrassed
I------------ I-------------- |_.------------ I------------ 1------------- _ | ---------- , |
not likely somewhat likely very likely
(d) Disappointed
I------------ 1-------------- I-------------- | . -----------I--------------- I------------ I
not likely somewhat likely very likely
(e) Sympathetic
not likely somewhat likely very likely
II. What would you do/say to your child? Please indicate all the things that you would 
do:
(a) Physically comfort/soothe my child (emotion-focused: physical comforting)
not likely somewhat likely very likely
(b) Try to comfort/soothe my child by talking to him/her (emotion-focused: verbal 
comforting)
not likely somewhat likely very likely
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(c) Convey to my child that expressing pain in this situation is not acceptable 
(expression unacceptable)
not likely somewhat likely very likely
(d) Tell my child that s/he is going to get in trouble (e.g., scolded) for expressing pain 
(punitive: behavioral)
j . . -------. . . . | -----------------I-----------------I ---------------I ----------------- I --------------- I
not likely somewhat likely very likely
(e) Tell my child that it makes me very unhappy to see him/her expressing pain 
(punitive: psychological)
not likely somewhat likely very likely
(f) Encourage my child to express his/her feelings of anger (encourage)
not likely somewhat likely very likely
(g) Tolerate my child’s expression of anger (tolerate)
not likely somewhat likely very likely
(h) Tell my child not to make such a big deal of it (minimizing)
not likely somewhat likely very likely
(i) Convey to my child that it is futile to express anger as it doesn’t change the situation 
(futility)
not likely somewhat likely very likely
(j) Try to divert my child’s attention to something else (distraction)
not likely somewhat likely very likely
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(k) Explain to my child that if s/he needs to be careful when flu is around (problem-
focused: explanation)
not likely somewhat likely very likely
(1) Tell my child that I will give her/him some medicine so s/he will feel better soon 
(problem-focused: solution oriented)
not likely somewhat likely very likely
III. How likely is it that the situation described above would happen/has happened with 
your child?
not likely somewhat likely very likely
IV. How legitimate do you think is your child’s feeling of physical pain in this 
situation?
not legitimate somewhat legitimate very legitimate
V. How controllable do you think is your child’s feeling of pain in this situation?
not controllable somewhat controllable very controllable
VI. Please indicate the extent to which you agree with the following statement:
Your child’s expression of pain is uncontrollable due to immaturity
strongly disagree neither agree nor disagree strongly agree
VII. How appropriate do you think is it for your child to express physical pain in this 
situation?
not appropriate somewhat appropriate very appropriate
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Appendix I 
Children’s Behavior Questionnaire (Mother)
Instructions:
Please read carefully before starting
On the next page you will see a set of statement that describe children’s reaction to a 
number of situations. We would like you to tell us what your child’s reaction is likely to 
be in those situations. There are of course no “correct” ways of reacting; children differ 
widely in their reactions, and it is these differences we are trying to leam about. Please 
read each statement and decide weather it is a “true” or “untrue” description of your 
child’s reaction within the past six months. Use the following scale to indicate how well a 
statement describes your child;
Circle # If the statement is:
1. extremely untrue of your child
2. quite untrue of your child
3. slightly untrue of your child
4. neither true or false of your child
5. slightly true of your child
6. quite true of your child
7. extremely true of your child
If you cannot answer one of the items because you have never see the child in that 
situation, for example, if the statement is about the child’s reaction to your singing and 
you have never sung to your child, then circle NA (not applicable).
Please be sure to circle a number or NA every item.
1 2 3 4 5 6 7 NA
extremely quite slightly neither slightly quite extremely not
untrue untrue untrue true nor true tme true applicable
untrue
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Mv Child:
1) Gets angry when told s/he has to go to bed.
1 2 3 4 5 6 7 NA
2) Her/his feelings are not easily hurt by what parents say.
1 2 3 4 5 6 7 NA
3) Can lower his/her voice when asked to do so.
1 2 3 4 5 6 7 NA
4) Is not very bothered by pain.
1 2 3 4 5 6 7 NA
5) Sometimes prefers to watch rather that join other children playing.
1 2 3 4 5 6 7 NA
6) Usually rushes into an activity without thinking about it.
1 2 3 4 5 6 7 NA
7) Has a hard time settling down for a nap.
1 2 3 4 5 6 7 NA
8) Is not afraid of large dogs and/or other animals.
1 2 3 4 5 6 7 NA
9) Is comfortable in situation where s/he will be meeting others.
1 2 3 4 5 6 7 NA
10) Cries sadly when a favorite toy gets lost or broken.
1 2 3 4 5 6 7 NA
11) Rarely gets irritated when s/he makes mistake.
1 2 3 4 5 6 7 NA
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12) Is good at games like “Simon Says”, Mother May I?” And “Red Light, Green 
Light.”
1 2 3 4 5 6 7 NA
13) Becomes quite uncomfortable when cold and/or wet.
1 2 3 4 5 6 7 NA
14) Seems to be at ease with almost any person.
1 2 3 4 5 6 7 NA
15) Sometimes interrupts others when they are speaking.
1 2 3 4 5 6 7 NA
16) Calms down quickly following an exciting event.
1 2 3 4 5 6 7 NA
17) Has a hard time following instructions.
1 2 3 4 5 6 7 NA
18) Is afraid of elevators.
1 2 3 4 5 6 7 NA
19) Has temper tantrums when s/he doesn’t get what s/he wants.
1 2 3 4 5 6 7 NA
20) Gets embarrassed when strangers pay a lot of attestation to her/him.
1 2 3 4 5 6 7 NA
21) Tends to feel “down” at the end of an exciting day.
1 2 3 4 5 6 7 NA
22) Is afraid of burglars or the “bogie man.”
1 2 3 4 5 6 7 NA
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Psychopathology in Asian Indian children 297
23) Can be “cheered up “ by talking about something s/he is interested in.
1 2 3 4 5 6 7 NA
24) Tends to become sad if the family’s plans don’t work out.
1 2 3 4 5 6 7 NA
25) Acts very friendly and outgoing with new children.
1 2 3 4 5 6 7 NA
26) Decides what s/he wants very quickly and goes after it.
1 2 3 4 5 6 7 NA
27) Dislike having nail cuts
1 2 3 4 5 6 7 NA
28) Is aftaid of loud noises.
1 2 3 4 5 6 7 NA
29) Has a hard time settling down after an exciting activity.
1 2 3 4 5 6 7 NA
30) Seems to feel depressed when unable to accomplish some task.
1 2 3 4 5 6 7 NA
31) Joins others quickly and comfortably, even when they are strangers.
1 2 3 4 5 6 7 NA
32) Doesn’t worry about injections by the doctor.
1 2 3 4 5 6 7 NA
33) Often rushes into new situations.
1 2 3 4 5 6 7 NA
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34) Is quite upset by a little cut or bruins.
1 2 3 4 5 6 7 NA
35) Gets quite fiustrated when prevented from doing something s/he wants to do.
1 2 3 4 5 6 7 NA
36) Prepares for trips and outings by planning thing s/he will need.
1 2 3 4 5 6 7 NA
37) Becomes upset when loved relatives or friends are getting ready to leave 
following a visit.
1 2 3 4 5 6 7 NA
38) When angry about something, s/he tends to stay upset for ten minutes or longer.
1 2 3 4 5 6 7 NA
39) Is not afraid of dark.
1 2 3 4 5 6 7 NA
40) Takes a long time in approaching new situations.
1 2 3 4 5 6 7 NA
41) Does not usually become tearful when tired.
1 2 3 4 5 6 7 NA
42) Gets mad when even mildly criticized.
1 2 3 4 5 6 7 NA
43) ■ Is sometimes shy even around people s/he has known a long time.
1 2 3 4 5 6 7 NA
44) Can wait before entering into new activities is s/he is asked to.
1 2 3 4 5 6 7 NA
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45) Gets angry when s/he can’t find something s/he wants to play with.
1 2 3 4 5 6 7 NA
46) Usually stops and thinks things over before deciding to do something.
1 2 3 4 5 6 7 NA
47) Is afraid of fire.
1 2 3 4 5 6 7 NA
48) Her/his feelings are easily hurt by what parents say.
1 2 3 4 5 6 . 7 NA
49) Seems to forget a bump or scrape after a couple of minutes.
1 2 3 4 5 6 7 NA
50) Is bothered by light or color that is too bright.
1 2 3 4 5 6 7 NA
51) Sometimes seems nervous when talking to adults s/he has just met.
1 2 3 4 5 6 7 NA
52) Is slow and unhurried in deciding what to do next.
1 2 3 4 5 6 7 NA
53) Is very fiightened by nightmares.
1 2 3 4 5 6 7 NA
54) , Changes from being upset to feeling much better within a few minutes.
1 2 3 4 5 6 7 NA
55) Has difficulty waiting in line for something.
1 2 3 4 5 6 7 NA
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56) Becomes tearful when told to do something s/he does not want to do.
1 2 3 4 5 6 7 NA
57) Finds rough materials uncomfortable, such as wool against his/her skin.
1 2 3 4 5 6 7 NA
58) Is not very upset minor cuts or bruises.
1 2 3 4 5 6 7 NA
59) Falls asleep within ten minutes of going to bed at night.
1 2 3 4 5 6 7 NA
60) Tends to say the first thing that comes to mind without stopping to think about it.
1 2 3 4 5 6 7 NA
61) Acts shy around new people.
1 2 3 4 5 6 7 NA
62) Has trouble sitting still when s/he is told to (at movies, Church, etc.)
1 2 3 4 5 6 7 NA
63) Rarely cries when s/he hears a sad story.
1 2 3 4 5 6 7 NA
64) Rarely becomes upset when watching a sad event in TV show.
1 2 3 4 5 6 7 NA
65) When eager to go outside, sometimes rushes out without putting on the right 
clothes.
1 2 3 4 5 6 7 NA
66) Is bothered by bath water that is too hot or cold.
1 2 3 4 5 6 7 NA
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67) Is able to resist laughing or smiling when it isn’t appropriate.
1 2 3 4 5 6 7 NA
68) If upset, cheers up quickly when s/he thinks about something else.
I 2 3 4 5 6 7 NA
69) Is comfortable asking other children to play.
1 2 3 4 5 6 7 NA
70) Rarely gets upset when told s/he has to go to bed.
1 2 3 4 5 6 7 NA
71) Plays games slowly and deliberately.
1 2 3 4 5 6 7 NA
72) Becomes easily frustrated when tired.
1 2 3 4 5 6 7 NA
73) Talks easily to new people.
1 2 3 4 5 6 7 NA
74) Is afraid of dark.
1 2 3 4 5 6 7 NA
75) Is likely to cry when even a little bit hurt.
1 2 3 4 5 6 7 NA
76) Is easy to soothe when s/he is upset.
1 2 3 4 5 6 7 NA
77) Is good at following instruction.
1 2 3 4 5 6 7 NA
78) Approaches slowly places where s/he might hurt her/himself.
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1 2 3 4 5 6 7 NA
79) Is rarely fiightened by “monsters” seen on TV or at movies.
1 2 3 4 5 6 7 NA
80) ' Gets irritable about having to eat food s/he doesn’t like.
1 2 3 4 5 6 7 NA
81) Becomes distressed when hair is combed.
1 2 3 4 5 6 7 NA
82) Sometimes turns away shyly from new acquaintances.
1 2 3 4 5 6 7 NA
83) Approaches place she has been told are dangerous slowly and cautiously.
1 2 3 4 5 6 7 NA
84) Rarely becomes discouraged when s/he has trouble making something work.
1 2 3 4 5 6 7 NA
85) Is very difficult to soothe when s/he has become upset.
1 2 3 4 5 6 7 NA
86) When s/he sees a toy gave s/he wants, is eager to have it right then.
1 2 3 4 5 6 7 NA
87) Rarely protests when another child takes his/her toy away.
1 2 3 4 5 6 7 NA
88) Cries when given an injection.
1 2 3 4 5 6 7 NA
89) Seems completely comfortable with almost any group.
1 2 3 4 5 6 7 NA
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90) Is not afraid of heights.
1 2 3 4 5 6 7 NA
91) Is not very careful and cautious in crossing streets.
1 2 3 4 5 6 7 NA
92) Has a hard time going back to sleep after walking in the night.
1 2 3 4 5 6 7 NA
93) Can easily stop an activity when s/he is told “no”.
1 2 3 4 5 6 7 NA
94) Is among the last children to try out a new activity.
1 2 3 4 5 6 7 NA
95) Easily gets irritated when s/he has trouble with some task, (e.g., building, 
drawing, dressing)
1 2 3 4 5 6 7 NA
96) Is rarely afraid of sleeping alone in a room,
1 2 3 4 5 6 7 NA
97) Rarely cries for more than a couple of minutes at a time.
1 2 3 4 5 6 7 NA
98) Is bothered by like loud or scratchy sounds.
1 2 3 4 5 6 7 NA
99) ■ Gets angry when called in from play before s/he is ready to quit.
1 2 3 4 5 6 7 NA
100) Is “slow to warm up” to others.
1 2 3 4 5 6 7 NA
101) Is usually able to resist temptation when told s/he is not supposed to do something.
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1 2 3 4 5 6 7 NA
102) Gets nervous about going to the dentist.
1 2 3 4 5 6 7 NA
103) Hardly even complains when ill with cold.
1 2 3 4 5 6 7 NA
104) Gets mad when provoked by other children.
1 2 3 4 5 6 7 NA
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Appendix J
Emotion Socialization Interview Protocol (Mother)
Introduction
Today, we will be talking about your child’s feelings of anger, sadness, and physical 
pain. I will ask you some questions about the kinds of situations that make your child feel 
angry, sad, or result in physical pain. I will also ask you about your feelings, thoughts, and 
behaviors regarding your child’s feelings of anger, sadness, and physical pain. If you have 
any questions at any time, please feel free to ask them. So let’s begin by talking about your 
child’s feelings of anger.
Part One: Child’s feelings of anger
1. In what kinds of situations is your child most likely to feel angry?
2. How does it make YOU feel to see your child expressing anger? Why would you 
feel that way?
3. How do YOU respond to your child’s expression of anger? (What do you say to 
your child, or do?)
4. Why would you respond in that way?
5. What would be an appropriate behavior for your child when he/she is feeling 
angry?
Part two: Child’s feelings of sadness
Now, let’s talk about your child’s feelings of sadness.
1. In what kinds of situations is your child most likely to feel sad?
2. How does it make YOU feel to see your child expressing sadness? Why would 
you feel that way?
3. How do YOU respond to your child’s expression of sadness? (What do you say to 
your child, or do?)
4. Why would you respond in that way?
5. What would be an appropriate behavior for your child when he/she is feeling sad?
Part three: Child’s feeling of phvsical pain
Now, let’s talk about your child’s feelings of physical pain.
1. In what kinds of situations is your child most likely to feel physical pain?
2. How does it make YOU feel to see your child expressing his/her pain?
3. How do YOU respond to your child’s expression of pain? What do you say to 
your child, or do?
4. Why would you respond in that way?
5. What would be an appropriate behavior for your child when he/she is feeling 
physical pain?
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Appendix K 
Emotion Socialization Interview Coding Scheme
Situations in which child is feeling angry
1. Denied his/ her way (e.g., “when she/he is told not to go out to play” “when he wants to 
watch TV and I turn it off,” “When she does not get the dress she wants to buy” When his 
father does not buy the toy he is asking for”)
2. Asked to act against his/her desire (asked to do schoolwork, asked to eat food he/she does 
not like, asked to wear clothes he/she does not like, asked to help in household work; 
‘When she wants to play and I tell her to go and study”; “when she does not want to eat 
and I force her to” “When he is asked to go to school, and he does not want to” “When 
asked to do things repeatedly because he forgets, he gets angry”)
3. Conflict with siblings or peers (e.g., “when there is fight between him and cousins,” 
“when they fight in school”)
4. Others touch/take his/her belongings (e.g., “he gets mad when anyone touches his toys 
without asking”)
5. Getting in trouble unjustly (“when someone scolds him and its not his fault,” “when 
teacher scolds her and she didn’t do anything”)
6. Social comparison, criticism, or teasing (When she is compared to other children, to her 
siblings; When others tease him/her)
7. Perceived lack of attention from parents (e.g., “When she feels like were not giving her 
enough attention”)
8. Never (e.g., “Does not ever get angry”)
Situations in which child is feeling sad
1. Denied his/ her way (e.g., “when she/he is told not to go out to play” “when he wants to 
watch TV and I tum it off,” “When she does not get the dress she wants to buy” When his 
father does not buy the toy he is asking for”)
2. Asked to act against his/her desire (asked to do schoolwork, asked to eat food he/she does 
not like, asked to wear clothes he/she does not like, asked to help in household work; 
‘When she wants to play and I tell her to go and study”; “when she does not want to eat 
and I force her to” “When he is asked to go to school, and he does not want to” “When 
asked to do things repeatedly because he forgets, he gets angry”)
3. Being scolded (“she becomes sad when anyone scolds her,” If I scold him, he will start 
crying”)
4. Change of plans unexpectedly (e.g., “when something he/she expected does not happen,” 
“we had promised we would go see the movie, and then it started raining so we couldn’t 
go”; “we had planned to go to the rides but then some guests came unexpectedly” ‘When 
we are expecting some guests and they don’t come”)
5. Separation from family (“When mother or father has to go somewhere for a few days, ” 
“when anyone in the family has to stay away for longer”)
6. Social comparison, criticism, or teasing (When she is compared to other children, to her 
siblings; When others tease him/her)
7. Perceived lack of attention from parents (“When parents cannot give sufficient time and 
attention” “When he comes back from school and wants to tell me something and I am
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busy cooking,” “when he cannot find anyone to play with” “when he wants to play and 
the other kids are not available”)
8. Perceived incompetence or failure; “When she starts drawing and it does not tum out 
good, or if her hand writing is not neat,” “when he gets a lower grade than what he 
expected”
Situations in which child is feeling phvsical pain
1. Physical injury (physical injury due to falling e.g., “My child is very accident-prone and 
hurts himself easily,” “He likes to run around and falls almost every other day”)
2. Stomachache (frequent complaints of stomachache)
3. Headache or other aches (frequent complaints of headache or aches in other parts of the 
body)
4. Flu/cold (“she is very prone to getting the flu”)
5. Psychosomatic cause: situations in which the child is feeling pain due to a psychological 
cause and it is clear that the child is not consciously pretending to feel pain e.g., 
“Sometimes when you start talking to her about things she does not like to discuss, she 
starts having a headache. Sometimes when you ask her to do a lot of work, she starts 
having a headache.” “The doctor says he has stomachache because of his fears.” 
“sometimes when he does not want to go to school, and I force him to go, he starts having 
asthma attacks” “When his father scolds him, he starts going to the toilet back and forth 
and complaints of stomachache (i.e., has diarrhea)” “when someone in the family starts 
talking in a loud angry voice (to another family member), she starts having headaches.”
6. Very rare occurrence; situations in which child experiences physical pain occur rarely
Mothers’ Feelings
Mother’s feelings in response to anger;
1. Neutral
2. Sympathy; No specific conditions under which mother would feel sympathy are 
mentioned
3. Sympathy (if child’s anger is justifiable); It is explicitly indicated that mother would feel 
sympathy ONLY IF child’s anger is justifiable
4. Anger towards the child; No specific conditions under which mother would feel anger are 
mentioned
5. Anger towards the child (if child’s anger is not justifiable); It is explicitly indicated that 
mother would feel anger ONLY IF child’s anger is not justifiable
6. Guilt; Feeling of guilt related to perceived inability to give the child what he/she is 
demanding or perceived negative effects of own parenting style (e.g., “I would feel guilty 
because parents are closest to the child, so the child should be able to express his feelings 
with them”)
7. Worry (regarding child’s well-being); e.g., “worried about the child because he/she is so 
sensitive, short-tempered, or does not understand”
8. Helplessness (due to ineffectiveness as a parent); e.g., “I would feel helpless because the 
child is not listening to me;” “because I don’t know how to handle him/her”
9. Embarrassment (in public situations); Reference to feeling embarrassed if the situation 
occurs in the presence of others
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10. Dukh^ (due to child noncompliance or lack of understanding): e.g., “I would feel Dukh, 
as he is not listening to me,” “I would feel Dukh that why doesn’t my child understand 
our circumstances?”
‘Dukh is a Gujarati term for which there is no equivalent English term. It is a context- 
dependent term, and can mean unhappiness, grief, sorrow, “hurt” feelings, emotional pain. It 
does not refer to fear, anger, embarrassment, guilt, or shame. Gujarati-English dictionary by 
Deshpande (1974) translates Dukh as pain, sorrow, unhappiness; grief; difficulty; trouble, 
suffering; sickness” (pp. 484-485).
Mother’s feelings in response to sadness
1. Neutral
2. Dukh (mirroring child’s feeling): E)ukh about what happened to the child; mirroring the 
emotion of the child
3. Dukh (due to child noncompliance or lack of understanding): e.g., “I would feel Dukh, as 
he is not listening to me,” “I would feel Dukh that why doesn’t my child understand our 
circumstances?”
4. Disappointment (mirroring child’s feeling): disappointment about the situation or what 
happened to the child; mirroring the emotion of the child
5. Disappointment (due to child’s lack of understanding): disappointment towards the child 
because child is not understanding the situation
6. Sympathy: Sympathy towards the child “because parents always want to see their child 
happy”
7. Anger (due to child noncompliance): Anger towards the child because the child is not 
listening to me
8. Worry (regarding child’s well-being): e.g., “worried about the child because he/she is so 
sensitive, short-tempered, or does not understand”
9. Guilt: Feeling of guilt related to perceived inability to give the child what he/she is 
demmiding or perceived negative effects of own parenting style (e.g., “I would feel guilty 
because parents are closest to the child, so the child should be able to express his feelings 
with them”)
Mother’s feeling in response to pain
1. Dukh (due to child’s suffering): Dukh about what happened to the child, Dukh due to the 
fact that child is suffering
2. Sympathy towards the child
3. Worry (regarding child’s general health): Worry regarding child’s general health e.g., “I 
would feel worried that what happened to my child? Why is she in so much pain?”
4. Anxiety /nervousness: Anxiety or nervousness about regarding child’s health and his/her 
physical well-being
5. Anger: Anger towards the child when child is seen as partly responsible for the pain (i.e., 
having eaten too much, running around too much, being careless and falling down, being 
careless and getting sick)
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Mothers’ Beliefs
Mothers’ beliefs concerning appropriate behavior when child is feeling angry
1. Accommodate to the situation: The child should understand, accept, accommodate to, or 
adjust to the situation (e.g., “should be more understanding”; “the child should not be 
angry. They should understand the situation”)
2. Control expression: The child should control his/her feelings; should be calm
3. Communicate calmly: Verbal communication that focuses on the situation, not the 
emotion, (e.g., “The child should talk to an adult about the situation,” “Tell mom that I 
don’t like what is happening.” “Should say calmly what it is that he/she did not like”
4. Passive withdrawal: i.e., child stops talking in response to anger “this behavior is 
appropriate because it is less harmful than screaming and behaving aggressively; and it 
gives her some time to think about the situation”
5. No behavior appropriate: Anger is never appropriate no matter how it is expressed; there 
are no appropriate behaviors when angry
6. All behaviors appropriate: Whatever the child does is appropriate (e.g., If the child is 
angry, he is going to cry or hit the other child. What else can he do?” “you have to accept 
it because he is your child,” “she is just a child”)
Mothers’ beliefs concerning appropriate behavior when child is feeling sad
1. Accommodate to the situation: The child should understand, accept, accommodate to, or 
adjust to the situation (e.g., “should be more understanding”; “the child should not be sad. 
They should understand the situation”)
2. Control expression: The child should control his/her feelings; should be calm
3. Communicate calmly: Verbal communication that focuses on the situation, not the 
emotion, (e.g., “The child should talk to an adult about the situation,” “Tell mom that I 
don’t like what is happening.” “Should say calmly what it is that he/she did not like”
4. Passive withdrawal: i.e., child stops talking in response to sadness “this behavior is 
appropriate because it is less harmful than screaming and behaving aggressively; and it 
gives her some time to think about the situation”
5. No behavior appropriate: sadness is never appropriate no matter how it is expressed; 
there are no appropriate behaviors when sad
6. All behaviors appropriate: Whatever the child does is appropriate because he/she is a 
child (e.g., “when a child is sad, how else can she express it? This is how she will express 
it. She is just a child”)
Mothers’ beliefs concerning appropriate behavior when child is feeling phvsical pain
1. Verbal communication of the feeling: The child should tell the parent that he/she is 
experiencing physical pain
2. Not make a big deal: The child should not make a big deal
3. Try to forget it: The child should ignore, try to forget the pain
Mothers’ Behavioral Responses
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Mother’s behavioral response to anger
1. Hearing what the child has to say: e.g., “I would first hear him out and find out what the 
situation is”
2. Vague reference to explaining the situation (i.e., “I would try to explain the situation”), 
but could not provide a specific explanation upon further questioning
3. Specific explanation (“tried to explain the positive and negative consequences of his 
actions”; “tried to explain that following other children would not be beneficial to him,” 
“explained that things don’t always happen as per our desires” “would explain that he 
should not give a lot of importance to these little matters”)
4. Verbal comforting: Verbally comforting the child e.g., “Its okay. Everything will be all 
right”
5. Negotiating a compromise: “If you go to your tuition classes right now, I will let you play 
for half an hour when you get back”
6. Give in: give the child what he /she is asking for or let the child do what he/she wants
7. Cajoling or Coaxing (“I will tell him that I will take him out” or “if he quiets down, he 
will get his favorite toy’)
8. Convey that behavior is unacceptable: “Tell the child that this is not right /appropriate”
9. Ignoring the behavior for a while
10. Minimizing significance: minimizing significance of the situation in causing the emotion 
(“don’t make such a big deal out of this”)
11. Scolding or talking to the child in an angry voice
12. Spanking
13. Stop talking to the child for a while or warn the child that if the behavior continues, the 
parent would stop talking
14. Instilling fear (“Stop this or 1 will tell your father,” “will use the name of someone he is 
afraid o f ’)
15. Threat of abandonment or love withdrawal (“will tell him that if he doesn’t stop, 1 will go 
away,” “will tell him that 1 will send him away to his aunt’s house”).
16. Crying: mother crying in response to child’s anger
Mother’s behavioral response to sadness
1. Hearing what the child has to say: e.g., “1 would first hear him out and find out what the 
situation is”
2. Vague reference to explaining the situation (i.e., “1 would try to explain to him”), but 
could not provide a specific explanation upon further questioning
3. Specific explanation (“tried to explain the positive and negative consequences of his 
actions”; “tried to explain that following other children would not be beneficial to him,” 
“explained that things don’t always happen as per our desires” “would explain that he 
should not give a lot of importance to these little matters”)
4. Verbal comforting: Verbally comforting the child (e.g., “Its okay. Everything will be all 
right”)
5. physical comforting (i.e., would pick him up, sit him in my lap, and would show 
affection)
6. Help fmd a solution: (e.g., “1 would try to help her find a solution to the situation”)
7. Cajoling or Coaxing (“1 will tell him that 1 will take him out” or “if he quiets down, he 
will get his favorite toy’)
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8. Distraction (‘tried to divert his attention to something else”)
9. Minimizing significance: minimi/ing significance of the situation in causing the emotion 




13. Stop talking to the child for a while or warn the child that if the behavior continues, the 
parent would stop talking
14. Crying: mother crying in response to child’s sadness
Mother’s behavioral response to pain
1. verbal comforting (i.e., “it will be better soon, don’t worry”)
2. physical comforting (i.e., would pick him up, sit him in my lap, and would show 
affection)
3. solution-oriented: take the child to the doctor or give medicine
4. Explanation of the situation (i.e., explaining why he/she got hurt or sick)
5. Scolding: scolding the child if child was seen as careless and partly responsible for 
causing the pain
■Justifications for mothers’ behavioral response to anger
1. Reference to socialization: To develop a good habit; the child should develop the 
capacity to tolerate his/her anger; The child should leam to control his/her feelings; to 
teach the child that expressing anger in some situations is not appropriate.” “To teach the 
child that we have limited income and that she needs to leam to live with that” “if you do 
not teach the child, the child can get spoiled”)
2. Reference to child’s well-being: “It is in my child’s best interests that I remain calm,” “Its 
for my child’s good in the long-run,” “you have to scold or spank children for their own 
good”
3. Reference to child’s physical health: “Too much anger is not good for your health. So 1 
would try to explain to him”
4. Reference to ensuring child compliance or stopping the behavior (“She is a very 
understanding child and if you explain to her, she listens”; “to ensure that he listens”)
5. Reference to calming the emotion: If I explain the situation calmly, I can calm his anger.
6. Importance of not being angry: (“you have to explain to the child with patience and love. 
If you get angry in response to child’s anger, he will be more angry. To calm his anger, 
you have to show love”)
7. Reference to child’s immature or fragile nature: e.g., “he is still very yoxmg, and will 
understand with time. I should not be strict with him,” “children are like flowers, so you 
have to be very gentle with them”
8. Reference to avoiding social disapproval: to avoid creating a scene in front of others
9. Reference to a parent’s role: “She is a child and does not know what is good or bad for 
her. It is my duty to teach her what is right and what is wrong”
10. Reference to personal stress: “Sometimes due to my own stress, it is too much for me to 
handle”
11. Reference to not knowing other effective methods: “He is so stubborn. I don’t know what 
else to do”
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Justifications for mothers’ behavioral response to sadness
1. Reference to socialization: To develop a good habit; the child should develop the 
capacity to tolerate his/her anger; The child should leam to control his/her feelings; to 
teach the child that expressing anger in some situations is not appropriate.” “To teach the 
child that we have limited income and that she needs to leam to live with that” “if you do 
not teach the child, the child can get spoilt”)
2. Reference to child’s well-being: “It is in my child’s best interests that I remain calm,” “Its 
for my child’s good in the long-run,” “you have to scold or spank children for their own 
good”
3. Reference to ensuring child compliance or stopping the behavior (“He is a very 
imderstanding child and if you explain to him, he hstens”; “to ensure that he listens”)
4. Reference to calming the emotion: If I explain the situation calmly, I can calm his anger.
5. Reference to child’s immature or fragile nature: e.g., “he is still very young, and will 
understand with time. I should not be strict with him,” “children are like flowers, so you 
have to be very gentle with them”
6. Reference to futility of sadness: Its useless to express sadness. It doesn’t change 
anything, so there is no point in being sad.
7. Reference to parent-child-relationship (“a mother and child’s relationship is the closest, 
and I want my child to be able to share everything with me”)
8. Reference to personal stress: “Sometimes due to my own stress, it is too much for me to 
handle”
9. Reference to not knowing other effective methods: “He is so stubbom. I don’t know what 
else to do”
10. No reason provided
Justifications for mothers’ behavioral response to phvsical pain
1. To alleviate current pain (focused on feeling of pain not behaviors)
2. Importance of child’s health (“Because the child’s health is very important”)
3. Prevention of a potential bigger problem (“If the child is hurt or sick, it needs to be 
attended to immediately” it is important to attend to it immediately to ensure that the 
problem does not increase)
4. Reference to socialization: Teaching the child to be strong (“I want ray child to be 
strong”), teaching the child to be more careful in future
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